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Now, a single unique preparation, 
Trisulfaminic, can provide dramatic 
relief from congestion, and at the same 
time protect the patient from secondary 
bacterial invaders. Often within min- 
utes of the first dose, congestion begins 
to clear; the patient can breathe again. 


Trisulfaminic is particularly valuable 
for the “almost well’ patient who is re- 
covering from influenza but is left with 
congested nasal and bronchial passages. 
And for patients with purulent rhinitis, 
sinusitis or tonsillitis, combination ther- 
apy with Trisulfaminic offers a most 
realistic approach to total treatment. 


Oral Decongestant Action. Through 
the action of Triaminic, nasal patency 


TRIAMINIC PLUS TRIPLE SULFAS 


Each Tablet and each 5 ml. teaspoonful of 


Suspension contains: 


(phenylpropanolamine HCl. 12.5 mg.; 


pheniramine maleate .......... 6.25 mg.; 
pyrilamine maleate .............. 6.25 mg.) 
Trisulfapyrimidines U.S.P. .................. 0.5 Gm. 


nasal and paranasal congestion 
and control secondary invaders 


is achieved rapidly and dramatically. 
Adequate ventilation helps eliminate 
mucus-harbored pathogens. And be- 
cause Trisulfaminic is administered 
orally, there is no problem of rebound 
congestion, no pathological change 
wrought in the nasal mucosa. 


Wide-Spectrum Action. Secondary bac- 
terial infections, which are always a 
threat in upper respiratory involve- 
ment, are forestalled by the wide-spec- 
trum effectiveness of triple sulfona- 
mides. This added antibacterial protec- 
tion makes Trisulfaminic highly useful 
in treating the debilitated patient who 
is prone to lingering or frequently 
recurring colds. 


tablets and 
suspension 


Dosage: Adults—2 to 4 tablets or 
teaspoonfuls initially, followed by 2 
tablets or teaspoonfuls every 4 to 6 
hours until the patient has been 
afebrile for 3 days. Children 8 to 12 
years—2 tablets or teaspoonfuls 
initially, followed by | tablet or 
teaspoonful every 6 hours. Younger 
children—dosage in proportion. 


SMITH-DORSEY «* a division of The Wander Company * Lincoln, Nebraska + Peterborough, Canada 
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© CYCLOSERINE-ISONIAZID THERAPY 


Q. About six months after a patient began re- 
ceiving cycloserine-isoniazid therapy, paresthesia 
developed on the lateral surfaces of both his 
thighs. Up to this time he had progressed satis- 
factorily, the dosage schedule having been regu- 
lated as follows: During the first three days of 
therapy, he was given 125 mg. cycloserine and 
75 mg. isoniazid twice daily. An increase to 250 
mg. cycloserine and 150 mg. isoniazid twice 
daily for three days produced slight vertigo, som- 
nolence and visual disturbances. Resumption of 
the original dosage for the remainder of the first 
month of treatment resulted in the disappearance 
of the side effects. From the second month to the 
present time a dosage of 125 mg. cycloserine and 
75 mg. isoniazid three times daily has been main- 
tained. A dose of 50 mg. pyridoxine twice daily 
and one high-potency multivitamin capsule daily 
have had little effect on the paresthesia. 

Is it possible to reduce the isoniazid dosage 
without reducing the cycloserine? How long can 
cycloserine therapy be safely used and what fac- 
tors would indicate its termination? Should the 
therapy be terminated abruptly or by gradual 
reduction of dosage? 


M.D.—Philippines 


A. These questions can only be answered in 
general terms, since the bacteriologic and sensi- 
tivity status is not recorded and it is not stated 
whether or not the isoniazid-cycloserine regimen 
is being used as the initial treatment. This drug 
combination is not recommended as the initial 
treatment in a previously untreated patient. The 
preferred treatment for the patient with minimal, 
moderately advanced or even far-advanced pul- 
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westlons answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. Replies are 
forwarded by mail immediately and 
selected questions and answers are 
published each month in this section. 


monary tuberculosis is divided doses of 3 to 5 
mg. isoniazid per kilogram body weight and 12 
gm. PAS salt or 24 gm. REzrpas®. If isoniazid is 
not tolerated, it is possible to substitute 1 gm. 
streptomycin daily by intramuscular injection 
until the acute lesions have subsided; subsequent- 
ly, 1 gm. streptomycin may be given twice week- 
ly. All three drugs may be used in severe cases. 

Like pyrazinamide, viomycin and other drugs, 
cycloserine may be used in various combinations 
for patients who do not respond to standard 
regimens. Their use is not recommended on an 
outpatient basis. In this situation, the cycloserine- 
isoniazid regimen is acceptable, but not in a pre- 
pared mixture. The dosage of cycloserine should 
not exceed 500 mg. daily (250 mg. twice a day), 
except in desperately ill patients, and serum 
blood levels not exceeding 40 yg. per milliliter 
should be maintained. Toxic reactions such as 
muscular tremors, convulsions and psychosis in- 
dicate immediate discontinuation of the drug. 

Paresthesia rarely occurs when isoniazid is 
given in the dosage mentioned, and I would look 
elsewhere for its cause. Even when the isoniazid 
is given in large doses, 100 mg. pyridoxine daily 
will prevent isoniazid peripheral neuritis, but it 
may not be successful if begun after the neuritis 
is established. 

In the absence of toxicity, the duration of 
chemotherapy, including administration of cyclo- 
serine, must be determined on an individual basis 
and usually depends on numerous factors such as 
the extent and type of disease, the presence or 
absence of single or multiple cavities, the rate 
and degree of improvement and the bacteriologic 
and roentgenographic findings. There is a defi- 
nite tendency to prolong chemotherapy, especially 

(Continued on page A-20) 
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SQUIBB VITAMIN-MINERAL SUPPLEMENT 


just one Engran tablet daily helps to assure a nutritionally 
perfect pregnancy—at real savings to the patient 


Each small capsule-shaped tablet provides: 


Vitamin A 5,000 U. S. P. Units 
500 U. S. P. Units 
Vitamin K (as di ) . 0.5 mg. 
Thiamine Mononitrate 3 meg. 
Riboflavin 2 3 mg. 
Pyridoxine HCI ....: 2 mg. 
Vitamin B,, Activity Concentrate............... ~ 2meg. 
Folie 0.25 mg. 
Niacinamide....... 20 mg. 


Caicium Pantoth 


Calcium, elementa 4 
(as calcium carbonate 878 150 mg. 
Iron, elementa 


(as ferrous Sulfate exsiccated, 33.6 mg.).... 10 mg. 
lodine, elemental 


(as potassium iodide, 0.2 Mm.)........0.-cs-- 0.15 mg. 
Potassium (as the sulfate) ms 5 mg. 
. Copper (as the 1 mg. 


Magnesium (as the ° 6 
Manganese (as the sulfate).... as 


Supply: Botties of 100 and 1000. Also, Engran Term-Pak provides 270 iablets — 
enough to last until term, and then some —in a handsome reusable glass jar. 


baby drops 


SQUIBB ps MULTIPLE VITAMIN BABY DROPS 
for infants and children up to 4 years of age 


pleasant-tasting full vitamin support + in half the volume + lasts twice as long 


* Squeeze at A for 0.3 cc. Each 0.3 cc. of Engran Baby Drops contain: 
Vitamin D .. 500 Units 
1 mg. 
6 mg. 
ENGRAN Pyridoxine 1 mg. 
Ba 

2.5 mg. 

— ae Supply: 15 cc. and 50 cc. bottles. Convenient Flexi- 
Uy 4 dose dropper assures accurate dosage of 0.3 cc. 
—_ ‘Engran’ ® ‘Term-Pak’ and ‘Flexidose’ are Squibb trademarks. 


SQUIBB R ae Squibb Quality—the Priceless Ingredient 
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Your Questions Answered 


in advanced cases in which inactivity by present 
standards is difficult or impossible to attain. 

We do not know how long cycloserine may be 
used with safety; however, if the results are satis- 
factory and if toxicity does not occur, it should 
be continued indefinitely. Generally, chemothera- 
peutic regimens are discontinued without gradual! 
reduction in dosage when the clinician believes 
they are no longer beneficial. 

Chemotherapy alone is not considered satisfac- 
tory treatment for either pulmonary or extrapul- 
monary active tuberculosis: it should be com- 
bined with hospital and home care. 


® ALLERGIC CONJUNCTIVITIS AND RHINITIS 


(. An eight year old girl has been allergic to 
outdoor plants for the past six years. When she 
goes outdoors, her eyes become red, a yellow 
secretion forms back of the lower eyelids, and her 
nose becomes blocked. Allergy tests were made, 
and, although no wheals appeared, certain mate- 
rials produced red areas of the following diam- 
eters: maple 25 mm., poplar 20 mm., giant rag- 
weed 25 mm., small ragweed 30 mm., timothy 40 
mm., goldenrod 20 mm. and redtop 30 mm. 
Would you advise repeating the allergy tests? 
Should a vaccine be made? 


M.D.—Michigan 


4. Although not stated, it is presumed that the 
symptoms described are seasonal in character. 
This child has an allergic conjunctivitis and 
rhinitis indicating the allergic approach without 
vaccines. The following procedure is advised: 
(1) a complete allergy study—scratch test, fol- 
lowed by intradermal tests; (2) a study of the 
yellow secretion for eosinophils; and (3) anti- 
histamines orally and locally for symptomatic 
relief. 


® HYPNOSIS DURING LABOR 


Q. Would it be advisable for a 22 year old pa- 
tient, Gravida III, Para II, to be hypnotized by a 
lay hypuotist during labor? Can hypnosis inter- 
fere with labor pains after they are established? 


M.D.— Wisconsin 


A. There is no evidence indicating that hyp- 
notism interferes with the effectiveness of labor 
pains. Hypnotism is used widely, and those who 
use it are most enthusiastic. 
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© PROTECTION AGAINST DENTAL CARIES 


Q. In a community where the drinking water 
is not fluoridated. what measures can be taken 
by parents and physicians to provide children 
with sufficient fluoride to lessen the incidence of 
dental caries? At what age should the treatment 
be started, and what dosage should be used for 
various age groups? What vehicle would you 
suggest? 

Paramette syrup, a multivitamin preparation, 
contains 1.5 yg. fluorine per teaspoonful. Would 
1 teaspoonful per day for younger children and 
2 teaspoonfuls per day for older children provide 
sufficient protection against dental caries? Would 
the other minerals in the preparation interfere 
with adsorption or utilization of the fluorine? 


M.D.—Nova Scotia 


A. If Paramette is a true syrup, containing re- 
fined carbohydrates, it would not provide protec- 
tion against dental caries. According to current 
dental opinion, refined carbohydrates contribute 
to the initiation of caries. 

Enziflur lozenges contain 2 mg. calcium fluo- 
ride each, in addition to several other vitamins. 
Use of this preparation may reduce the incidence 
of dental caries in children from one to seven 
years of age. However, the chief factors in con- 
trolling dental caries are reducing the intake of 
refined carbohydrates and maintaining good oral 
hygiene. 


HYPOALLERGENIC FORMULA 


Q. Is there any medical or physiologic basis for 
using a hypoallergenic formula in a newborn 
whose brother has severe bronchial asthma and 
urticaria and whose mother had urticaria and 
eczema in infancy? The father and another child 
are completely free of any allergic manifestations. 


M.D.—California 


A. According to the teachings of Dr. Jerome 
Glaser, University of Rochester School of Medi- 
cine, Rochester, New York, there is a definite 
basis for using a hypoallergenic formula in cases 
such as this. 

It is agreed by most allergists that the inherit- 
ance of an allergic tendency follows Mendel’s law. 
If this is true, the possibility of an allergic con- 
dition developing in this child is fairly remote. 
but it does exist, and there is no reason why a 
hypoallergenic formula should not be given. 
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Each teaspoonful (5 aed 


Dihydrocodeinone bitartrate | 67 mg. 
CHLOR-TRIMETON® Maleate | 
(chlorprophenpyridamine maleate) 2 meg. 
Sodium salicylate 0.225 Gm. 
Sodium citrate | 0.12 Gm. 
Caffeine 30 mg. 
Glycery! guaiacolate 0.03 Gm. 


© Exempt narcotic. 


SCHERING CORPORATION +» BLOOMFIELD, NEW JERSEY. 
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. AFTER your voice changes and you quit look- 


ing up the chimney for Santa Claus, the years 
end about as follows: 

First, there’s a “count down” on the num- 
ber of shopping days left until Christmas; and 
the smiling father on the TV commercials 
advises you of the only correct gifts for your 
family. Apparently your wife has an inner 
need for a case of canned tuna wrapped as a 
gift, or a new transistor radio she can wear 
as a hearing aid. 

However, the gifts are getting more physio- 
logic each year; this season, the razor for 
ladies made it. Either there are more hairy 
females or else the advertisers finally stum- 
bled onto the fact that women have axillae. 
Apparently beards are not coming back in 
style after all. 

Eggnog is predictable; it always shows up 
during the holidays and you can never get it 
off your lip or out of your mouth. That’s the 
only thing you can do to an egg that TABASCO® 
sauce won't help. It’s also a sure-fire way to 
get rid of some of those not too neutral spirits 
that even your relatives won’t drink. 

Between Christmas and New Year’s is the 
week for the panels of experts predicting what 
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will happen—during the year that’s just 
passed. This is very serious; these boys always 
have a message, a mustache, or rimless glass- 
es. According to the members of the panel, 
this is the day of the “egg head,” but there 
seems to be quite a shortage of “egg heads” on 
the panel. 

Actually, the year ends twice before it’s 
through; once for the kids when the wrapping 
is torn from the last gift on Christmas Day, 
and again for the elders when the last guest 
tears himself away from the punch bow! on 
New Year’s Eve. 

Punch is always good for a holiday gather- 
ing, particularly at the end of the season when 
most of the guests arrive with an edge of nau- 
sea from the party the day before. When you 
serve punch, each guest should be grasped 
firmly by the arm and led to the bowl (the 
punch bowl). Some guests go a little limp and 
others try to get their coats back, but the 
trick is to hand them a cup and say, “Finish 
it and tell me what you think.” 

The guest says, “I can tell you now if you 
want to know.” He finally downs it and looks 
a little wild. 

“Have an hors d’oeuvre.” I hold out the tray. 

“Yeah, give me one of those pale anchovies 
to kill the taste,” he says, grabbing one. “What 
was that?” he asks a minute later. 

“What was what?” I ask. 

“Whatever I just swallowed.” 

“Salt pork, it’s an old family recipe,” I an- 
swer. “Looks like a sick anchovy, but gives 
you more taste for punch.” 

“Well,” he says, “I feel about 30 years 
younger.” 

“So soon? I knew you'd like that punch, 
but why 30 years younger?” I ask, puzzled. 

“Because,” he says, grabbing his coat, “I 
haven’t had a night like this since I was initi- 
ated in a high school fraternity.” 


Help Fight TB 


Buy Christmas Seals 
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Give your patient that extra lift with “Beminal” Forte « 
ONE CAPSULE DAILY now gives therapeutic amounts of vitamin 
_ Cand massive doses of B factors. Prescribe “Beminal” Forte for patients i : a 
| 
 ‘“BEMINAL’ FORTE 
 Fherepeutic B Factors with Vitamin 
| 


The following article originally appeared in Lancet (2:890, 1957) and 
is reprinted with permission from that journal. | feel that the readers of 
PosTGRADUATE MEDICINE will enjoy this bit of English humor, and that it 
is appropriate material for the final column of the year.—Arthur H. San- 


ford, M.D. 


Why Did I Ask For This? 


Wuy did I ask for this pathological investi- 
gation? Now that I have the result in my 
hand, I have no idea why I ordered it. It has, 
as far as I can see, no possible bearing on 
the case. Whatever the result, it would not 
influence the diagnosis or the treatment. In 
any case, | do not know the normal values 
and therefore do not know whether the results 
are abnormal. My book is too out of date to 
mention it. 

“Why did I ask for it? Could it be that | 
read an article about it? I have no recollec- 
tion of doing so. Perhaps some of my friends 
suggested it, but I can’t think how or why. 
Was it perhaps some new idea that flitted in 
and out of my brain? I had better ring up 
the pathologist and ask him about it. No, this 
test has occupied several man-hours in the 
lab. It might cause ill-feeling if I now ask 
what is its significance. In fact, | had better 


*Emeritus Staff, Section of Clinical Pathology, Mayo Clinic; Director 
of Laboratories, Rochester State Hospital, Rochester, Minnesota. 


keep out of the way of all pathologists for the 
next few days in case they ask me about it. 

“Perhaps I ought to go to the library to find 
out about it. Quite apart from pathologists, 
the Chief may ask me why I ordered it. Yet 
even if I read the latest literature on the sub- 
ject I still won’t know why I ordered it for 
this patient. It would really be simpler to send 
the whole thing for filing before the Chief sees 
it at all. Wait a minute, | remember now. The 
Chief ordered it himself. That at least lets me 
out. But why did he order it? I’m sure he 
doesn’t know. He will have no recollection of 
it now and won't know the normal values any 
more than I do. Furthermore, he will expect 
me to explain it to him and whatever I say 
will put him in a bad mood. 

“Yes, the wisest course is to send it for 
filing before he sees it. He won’t remember it. 
the pathologists won’t tackle him about it, and 
we will continue to treat the patient as we 
would have done in any case.” 
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What’s happening in Medicine 


POSTGRADUATE MEDICINE’S REPORT of late news of interest to practicing physicians 


WHAT TO DO ABOUT STAPHY LOCOCCAL INFECTION 


National Conference on Staphylococcal Disease: 

@ Routes of staphylococcal infection in hospitals are numerous and probably 
devious. There is no single prophylaxis against its spread. The precautions needed 
are many and complex. Preventive measures have sought to minimize the en- 
demic level to prevent epidemics.—Dr. R. E. O. Williams, Public Health Labora- 
tory Service, London, England. 

@ A series of studies indicates that after patients have been in the hospital 
for a few days, the staphylococcal strains normally carried on their skin or in 
their noses are replaced by drug-resistant strains which prevail in the hospital 
environment. After patients are discharged, the process reverses, with the normal 
strains replacing the drug-resistant strains——Dr. Vernon Knight, Vanderbilt Uni- 
versity School of Medicine, Nashville. 

@ Major recommendations: (1) Organize infection-control committees in 
all hospitals. (2) Use an “infection log” to classify all infections. (3) Exclude all 
personnel from contact with patients known to be carriers. (4) Establish plan 
for discriminate use of antibiotics. (5) Store cultures from staphylococcal in- 
fections to trace source of an epidemic. (6) Isolate infectious patients. (7) 
Avoid overcrowding in nursery. (8) Develop continuous training program. (9) 
Strengthen laboratory services to identify dangerous strains. (10) Expand re- 
search.—Conference conclusions. 


TEAC pDEFIBRILLATES HEART 


World Cardiology Conference, Brussels: 

e@ A high concentration of magnesium ions in the heart is believed to be 
responsible for ventricular fibrillation during surgery under hypothermia. Injec- 
tions of tetraethylammonium chloride (TEAC) have counteracted the mag- 
nesium in animal experiments. In the first clinical test, TEAC was used success- 
fully in defibrillation during heart surgery in a 22 month old boy.—Drs. Baruch 
Bomberger and Paolo Caldini, National Jewish Hospital, Denver. 


EARLY DIAGNOSIS OF MULTIPLE SCLEROSIS 


National Multiple Sclerosis Society Conference: 

@ Early diagnosis of multiple sclerosis is a distinct possibility. It has been 
found that the carbohydrates associated with gamma globulin are increased in 
the spinal fluid of patients with this disease——Dr. LeRoy E. Burney, surgeon 
general, United States Public Health Service. 
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What's Happening in Medicine 


GROUP HYPNOSIS FOR OBESITY 


American Society of Clinical Hypnosis: 

@ Group hypnosis has been shown to be a rational and effective approach 
to the problem of obesity. The goal of hypnotherapy in obesity is to convert the 
craving for large quantities of fattening food to an appreciation of the subtle 
flavors of small portions of nonfattening food——Dr. Herbert Mann, Doctors 
General Hospital, San Jose, Calif. 

@ Use of hypnosis in general practice depends on the therapist’s confidence 
in his ability, motivation of both the patient and the therapist, correcting the 
patient’s false notions about hypnosis, and a restful environment.—Dr. Joseph S. 
Blum, University of Maryland School of Medicine and College of Physicians 
and Surgeons, Baltimore. 


ROUTINE PROCTOSCOPY RECOMMENDED 


New York Society of Industrial Medicine: 

@ If all the 7,500,000 employees of businesses which have industrial medi- 
cal departments received proctosigmoidoscopy, the incidence of cancer of the 
colon and rectum would be reduced drastically. On routine examination, an 
average of 10 per cent of men and women more than 40 years old will be found 
to have polyps which must be treated as potentially malignant—Dr. Thomas G. 
Rigney, senior physician, Standard Oil Company of New Jersey. 

ACHIEVEMENTS WITH ANTIBIOTICS 
Sixth annual Symposium on Antibiotics: 

@ Preliminary trials with autogenous vaccines made up of microorganisms 
found in the patient’s respiratory tract showed that 109 patients who received the 
vaccines had one-fifth as many winter colds as did 75 untreated volunteers. 
Similar success was noted in a subsequent study when TERRAMYCIN® troches 
were used at the first sign of a cold——Dr. J. Morrison Ritchie, director, Public 
Health Laboratory, Birkenhead, England. 

@ Current prophylactic uses for antibiotics may be summarized as follows: 
(1) The broad-spectrum antibiotics are effective in suppressing scrub typhus. 
(2) They can be used in preoperative reduction of bacteria in the intestine and 
in ulcerative colitis or cirrhosis of the liver. (3) They reduce the frequency and 
severity of acute pulmonary infections in patients who have chronic bronchitis 
and bronchiectasis.—Dr. Harry F. Dowling, University of Illinois College of 
Medicine, Chicago. 


EARS BUILT OF RIB CARTILAGE 


American Society of Plastic and Reconstructive Surgery: 

@ Autogenous rib cartilage provides the best source of material for recon- 
structing congenitally deformed ears. A three stage operation is started when the 
child is about age four. The procedures are done at four to six month intervals, so 
that reconstruction can be completed before the child enters school.—Drs. S. 
Milton Dupertuis and Ross H. Musgrave, Pittsburgh. 

@ Mothers of children who have insufficient autogenous rib cartilage may 
serve as donors. In two cases, the maternal cartilage has remained intact for a 
year following transplantation.—Dr. Lyndon A. Peer, Newark. 

@ Ear lobes have been used to repair nasal tip deformities in 17 patients. 
Skin and underlying fat are transplanted. A tongue-and-groove technic firmly fits 
the ear tissue into the damaged portion of the nose. Advantages are simplicity 
of procedure and the good color match of ear and nose skin.—Dr. Gordon Daven- 
port, University of Wisconsin Medical School, Madison. 
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IN 
STRESS 


CONDITIONS 


Infectious diseases 
Cardiovascular diseases 
Metabolic diseases 


CAPILLARY AND 
VASCULAR DAMAGE ARE 


COMMON FINDINGS 


In these stress conditions whether caused by 
nutritional deficiencies, environment, drugs, 
chemicals, toxins, virus or infections 
HESPERIDIN, HESPERIDIN METHYL CHALCONE 
or LEMON BIOFLAVONOID COMPLEX 
are indicated as therapeutic adjuncts for 
the control and management of the associated 
capillary and vascular damage. 


Sunkist and Exchange Brand Hesperidin and Lemon Bioflavonoid Complex are available 
to the medical profession in specialty formulations developed by leading pharmaceutical 
manufacturers. 


Sunkist Growers 


PRODUCTS DEPARTMENT 
PHARMACEUTICAL DIVISION 
ONTARIO, CALIFORNIA 
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Mechicime 


What's New in Toxicology 


ROBERT B. FORNEY* 


Indiana University School of Medicine, Indianapolis 


Wuar’s new in toxi- 
cology is controversial, 
even among toxicolo- 
gists, and depends 
largely on the level at 
which one fulfills his 
function as a toxicolo- 
gist in view of the 
equipment available to 
him, his educational 
background, and his ROBERT B. FORNEY 
native intelligence. If 
an ultraviolet spectrophotometer is not handy, 
Goldbaum’s work on barbiturate analysis is of 
academic interest only. If a toxicologist does 
not employ Harger’s breath method for alco- 
hol because he does not understand it, gas 
chromatography is not one of his tools. Who- 
ever he is, last year’s recent developments may 
have become the routine procedures he uses 
this year. 

Because it seemed important to present a 
composite view of what’s new, and wishing to 
dilute the responsibility insofar as possible, I 


*Department of Toxicology, Indiana University School of Medicine, 
Indianapolis, Indiana. 


Presented at the tenth annual meeting of the American Academy of 
Forensic Sciences at Cleveland. 
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polled a representative group of toxicologists 
on this question. The response was quite good 
and in some instances the replies were even 
productive. 

Toxicology not only embraces analytic reci- 
pes to unravel poison puzzles but is concerned 
as well with disease produced by poisons. 
Space will not permit a comprehensive report 
or a complete summary of the suggestions | 
received from the poll. I shall divide the dis- 
cussion into two parts, dealing first with treat- 
ment of poisoning and then briefly with some 
new analytic approaches. 


Treatment of Poisoning 


Until recent years, treatment of poisoning 
was aimed at relieving distressing symptoms 
and providing some vague support for the 
body’s effort to defend itself. Antidotes which 
are specific and effective are used for cer- 
tain agents, e.g., dimercaprol for arsenic, nor- 
allylmorphine for morphine and morphine- 
like compounds, ethylenediaminetetra-acetic 
acid disodium monocalcium salt for heavy 
metals like lead, and, more recently, penicil- 
lamine for promoting rapid urinary elimina- 
tion of copper, iron or lead. Without specific 

(Continued on page A-42) 
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RESULTS adults children _ infections 
Cured 172 (80%) 148(89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 
‘Failure 17 (7%) 11 (6%) 3 (3%) 


Types of infecting organisms: The majority of 
identified etiologic microorganisms were Staph 
aureus and Staph. albus. Tao has its grea 

usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 
mococci, gonococci, Hemophilus influenzae. 


Per cent of “‘antibiotic-resistant’’ epidemic 
staphylococci cultures susceptible to Tao, ery- 
thromycin, penicillin and chioramphenicol.1 
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There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid + rapid, high and sus- 
tained blood levels + high urinary concentrations 
+ outstanding palatability in a liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered at any time, without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476. 


100 


A-41 


ai = 
‘resista 
75 
well 
tolerated... 
4 
| 
| 
@ 
| 
| 
| 
| 
i 
| 
| 


antidotes, the most effective treatment for a 
poisoned person is to insure elimination of the 
substance before it can be completely ab- 
sorbed, either from the gastrointestinal tract 
or even from the circulation. This is part of 
the body’s plan of defense and is accomplished 
principally by vomiting or renal excretion. 
Abel, Rowntree and Turner’ first proposed 
a device to remove diffusible substances from 
the circulating blood in 1913. Not until 1944, 
however, was this principle applied success- 
fully to a human being. Most of the clinically 
applied artificial kidneys use a wet cellophane 
sheet as a strainer to retain colloidal or par- 
ticulate components while permitting smaller 
diffusible particles to escape. The devices have 
been highly successful in substituting for bad- 
ly damaged kidneys for a few days. This is of 
utmost importance in cases like mercury poi- 
soning where interruption of renal function 
may be only temporary. If death from the 
complications of uremia can be avoided by 
use of a mechanical device for a few days, ex- 
cretory function may be completely restored. 
Dialysis has insured recovery from otherwise 
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fatal barbiturate intoxication by effectively 
eliminating a critical amount of the barbitu. 
rate quickly. Removing the drug may shorten 
the period of coma, thus greatly increasing the 
chance of recovery. Barbiturates, bromides 
and salicylates are removed much faster by 
such diffusion than by the action of a healthy 
kidney. To my knowledge the artificial kidney 
has not been applied in acute alcoholism, but 
it seems likely that this would be an effective 
treatment inasmuch as the alcohol molecule is 
small, soluble in water, and therefore readily 
diffusible. 

Use of the artificial kidney has certain dis- 
advantages. The equipment is expensive and 
requires a well-trained team to operate it. 
Many essential substances are removed from 
the blood and must be replaced, and the quan- 
tities required must be carefully estimated 
from meticulous laboratory measurements. 
Anticoagulant drugs are obviously necessary 
when the artificial kidney is used, and so it 
would not be suitable in the presence of a 
freely bleeding wound, oozing blood from the 
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Compazine* reduces the urge to drink 


—helps keep patients on the job 


By inducing relaxation and diminishing worry and anxiety, ‘Compazine’ 
controls the fears and frustrations from which patients seek escape in 
alcohol. Thus, patients on “Compazine’ can go through tension-laden 
situations without resort to drink. 


Furthermore, hypotension is not a problem with “‘Compazine’ therapy. 
y P Pp py 


Available: Tablets, Spansulet capsules, Ampuls, Multiple dose vials, 
Suppositories and Syrup. 


‘ Smith Kline & French Laboratories, Philadelphia 


l, *T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
+ T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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intestinal tract or an intracranial hemorrhage. 

‘An approach which is finding increasing 
use and which is considerably simpler than 
dialysis is exchange transfusion. Circulating 
blood is literally replaced over a period of a 
few hours. In the process, circulating poisons 
are removed and also any anemia present is 
relieved; electrolyte balance is easily main- 
tained without elaborate laboratory supervi- 
sion. The procedure may vary, but in general 
polyethylene tubing is inserted into an ex- 
posed vein and the blood is exchanged in 50 
ml. amounts by means of a hypodermic syr- 
inge. Calcium must be supplied to compensate 
for the citrate in the replacing blood. 

In 1955, Boggs and Anrode* reported the 
use of exchange transfusion to treat a case of 
boric acid poisoning. Boric acid had been mis- 
taken for DEXTRI-MALTOSE® in preparing for- 
mula for a 12 day old infant. There are no 
specific antidotes for boric acid, and the out- 
come in such poisonings depends on the rate 
of its excretion by the kidney. Lethal tissue 
concentrations are associated with irreversible 
damage of the central nervous system. Natural 
excretion is slow. The mortality rate is about 
70 per cent in children less than five years of 
age. In the case reported by Boggs and An- 
rode, the total blood volume was exchanged 
six times in a period of 48 hours and approxi- 
mately 50 per cent of the boric acid ingested 
was so removed. The child survived. 

Done and Otterness*® in 1956 and Adams, 
Bigler and Green* in 1957 reported cases of 
children with methyl salicylate poisoning suc- 
cessfully treated by exchange transfusions. 
Methyl salicylate, which is oil of wintergreen, 
is so toxic that 1 or 2 teaspoonfuls represent a 
fatal dose. Approximately 50 per cent of the 
children so intoxicated may die unless they re- 
ceive special treatment. In both the reported 
cases, circulating blood exchanges were essen- 
tially complete, and in one nearly 10 gr. of the 
salicylate was removed. 

Massive transfusions have been employed 
in several cases of arsine poisoning. Arsine is 
a highly toxic gas which, in the body, pro- 
duces a marked lysis of erythrocytes. Hemo- 
globin released in this way from the red cells 
is presented to the kidneys for excretion in a 


concentration which may seriously damage 
renal excretory power. In addition, the potas. 
sium normally transported in the blood within 
the red cells is released to the plasma, increas. 
ing its potassium content to the point where 
cardiac insufficiency can result. 

Exchange transfusion is preferred in treat- 
ing poisonings which cause extreme destruc- 
tion of red blood cells. Not only is the poison- 
ous agent removed from the circulating blood 
in this way, but also damage from the products 
of the poisoning is prevented. 

Dr. Klendshoj told me in a personal com- 
munication of a case in which he almost com- 
pletely exchanged the blood of an adult poi- 
soned with sodium chlorate; it is the first such 
case I have heard about. This was done during 
dialysis. The victim’s blood was being rapidly 
destroyed in the early stages of intoxication, 
and death certainly would have followed with- 
out the use of exchange transfusion. 

DeCortis and associates” employed exchange 
transfusion successfully to treat cases of acute 
carbon monoxide poisoning, but they pointed 
out that this is practical only if an ample sup- 
ply of blood is immediately at hand and also 
that recovery time should be shortened as 
much as possible by other means. 


New Analytic Approaches 


The most important news in instrumenta- 
tion is the development of infrared spectro- 
photometers of reasonable resolution and sen- 
sitivity in a price range of $6000 to $9000. 
When it is considered that such instruments 
formerly cost from $18,000 to $25,000, this 
development becomes more striking. 

With ultraviolet, infrared and visible spec- 
trophotometers, x-ray diffraction units, chro- 
matography, electrophoresis, physical con- 
stants, and so on, an enormous number of data 
may be collected about a compound to aid in 
its identification. With reference data on 
known pure standards, this information be- 
comes far more valuable and usable. Dr. Allen 
Eggleson told me, in a personal communica- 
tion, that many laboratories in Canada are col- 
laborating to purify and tabulate such data on 
300 to 400 drugs of toxicologic importance. 

(Continued on page A-46) 
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Skin graft donor site after 2 weeks’ treatment with... 


petrolatum gauze-still | FURACIN gauze— 
largely granulation tissue completely epithelialized 


OBJECTIVE EVIDENCE OF 
SUPERIOR WOUND HEALING 
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was obtained in a quantitative study of 50 donor 
sites, each dressed half with FURACIN gauze, 
half with petrolatum gauze. Use of antibacterial 
FURACIN Soluble Dressing, with its water-soluble base, 
resulted in more rapid and complete epithelialization. 
No tissue maceration occurred in FURACIN-treated 
areas. There was no sensitization. 

Jeffords, J. V.,and Hagerty, R. F.: Ann. Surg. 145:169, 1957. 


FU RACIN . trons ot vitrturazone 


the broad-range bactericide that is gentle to tissues 
spread FurRACIN Soluble Dressing: FURACIN 0.2% in water- 
soluble ointment-like base of polyethylene glycols. 


sprinkle FURACIN Soluble Powder: FURACIN 0.2% in powder 
base of water-soluble polyethylene glycols. Shaker-top vial. 


spray FuRACIN Solution: FURACIN 0.2% in liquid vehicle of 
polyethylene glycols 65%, wetting agent 0.3% and water. 


EATON LABORATORIES, NORWICH, N.Y. 


Nitrofurans—a NEW class of antimicrobials—neither antibiotics nor sulfonamides 
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These contributions will be most welcome. 

Recent advances in enzyme analysis, espe- 
cially in measurement of pyruvic acid trans- 
aminase, are being applied to evaluate hepatic 
damage following poison insult as well as dis- 
ease. This particular enzyme, which has a 
high degree of activity in the heart, has an al- 
most comparable activity in the liver. 

In event of tissue damage involving the 
heart, liver, kidney or, extensively, brain or 
skeletal muscle, glutamic-oxalacetic acid is re- 
leased. The extent and severity of the damage 
correlate with the elevation in the concentra- 
tion of the enzyme. The transaminase level has 
been found to be a more sensitive indicator of 
hepatic damage than any of the other liver 
function tests. This information can be useful 
in evaluating hepatic damage in carbon tetra- 
chloride poisoning and attacks by other simi- 
lar-acting compounds. 

In 1954, Sunshine and Hackett presented 
data to demonstrate that a patient’s clinical 
course in phenobarbital poisoning could be 
predicted from initial blood concentrations. 
In 1957, they’ expanded this work with a pub- 
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lication on the “half-life” of other barbiturates 
and showed again that blood studies are a 
valuable aid in the estimation of prognosis of 
barbiturate-intoxicated patients. 
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Extra steps and waste motion can minor surgery; in the treatment 


be curtailed when you keep a bot- 
tle of Zephiran tincture at hand 
in the various treatment areas of 
your office. Zephiran can play 
many parts in the daily routine: 
use it as a pre-injection swab; to 
paint the operative site before 


of dermatologic conditions; in 
fungous infections; for cleansing 
and flushing in the débridement 
of wounds; as a routine disinfect- 
ant—in fact, there are 175 uses 
for economical Zephiran. 


Supplied: Tincture 1:1000 
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Infantile Rickets, Scurvy and 


Congenital Syphilis 


PAUL C. HODGES* 


I places and during times in which rickets, 
scurvy and syphilis were prevalent, physicians 
had these conditions in mind as they examined 
sick babies, and they had little difficulty in 
making the diagnosis. Now that these diseases 
have become rarities, it is important that 
physicians recognize the x-ray criteria which 
establish their existence and differentiate one 
from the others. Recognizing and diagnosing 
a lesion in a humerus incidentally included 
in the chest film of an infant or in a femur 
in an abdominal film may prove to be vitally 
important to the physician’s reputation and 
the patient’s welfare. 


Rickets 


Rickets has been recognized as a clinical 
entity for more than 300 years, and it has 
been treated with cod liver oil for more than 
100 years. The histology was first described 
about 70 years ago, and the therapeutic effect 
of sunlight has been known for almost that 
long. It has been 45 years since Steenbock 
began his studies, which 10 years later led to 
the establishment of vitamin D as the prime 


*Emeritus Professor and Chairman, Department of Radiology, Uni- 
versity of Chicago, Chicago, Illinois. 
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factor deficient in rickets; yet the precise 
mode of action of vitamin D is debatable. 

The prevailing theory is that a deficiency 
of vitamin D leads to a disturbance of the 
absorption of calcium and phosphate from 
the bowel and a resulting disturbance in the 
levels of calcium, phosphate and, perhaps, 
citric acid in the blood. 

During the growing period a child’s bones 
increase in length by the addition of calcifi- 
able matrix at the ends of the shafts and in 
width by the deposition of such calcifiable 
matrix beneath the periosteum. When the 
levels of calcium, phosphate and citric acid 
in the blood are within normal range, this 
matrix calcifies so promptly that it is scarcely 
discernible even by means of the microscope: 
however, when the relationships of these blood 
constituents are disturbed, calcification fails 
to occur. The uncalcified matrix which piles 
up is known as osteoid tissue and can be seen. 
not only microscopically but also, in the grow- 
ing ends of the long bones, by x-ray. That 
vitamin D acts merely by maintaining ade- 
quate blood levels of calcium, phosphate and 
citric acid seems to be proved by the fact 
that calcifiable matrix will calcify in vitro if 
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FIGURE 1, Severe dietary rickets in a two and one-half year old girl before, during and after treatment. 


a. Left leg. Femoral and tibial epiphyses, almost entirely made up of osteoid tissue, barely show by x-ray. The tra- 
becular pattern of the femur, tibia and fibula is extremely coarse, because secondary trabeculae have been replaced by 
osteoid tissue and only the coarse primary trabeculae are calcified. 

b. Right hand, forearm and elbow. Pathologic fractures have occurred in the metacarpals and ulna, because the 
bones have been so weakened by the replacement of substantia spongiosa with osteoid tissue. 

c. After only two months of vitamin D administration, recovery is well advanced. Three carpal bones and the distal 
epiphyses of the radius and the humerus, which were invisible osteoid tissue two months earlier, have now ossified. A 
thick mantle of osteoid tissue along the shafts of the radius and ulna has now ossified and is not to be designated 
periostitis. 

d. Four and one-half years later, recovery is complete, and the skeleton has demonstrated its remarkable ability to 


reshape bones to their normal size and shape. 


it is immersed in normal plasma which does 
not contain vitamin D. 

The bones of a child not only are growing 
in length and breadth but also, like bones at 
all ages, constantly are torn down and rebuilt. 
In rickets that rebuilt bone is largely osteoid 
tissue. The x-ray diagnosis of rickets, there- 
fore, depends on the demonstration of osteoid 
tissue. At the growing ends of the bones, it is 
seen as a relatively translucent gap between 
the end of the shaft and the epiphysis. In the 
shafts, it is seen as a coarsening of the tra- 
becular pattern, caused by the fact that the 
secondary trabeculae, being largely osteoid 
tissue and invisible, no longer mask the coarse 
primary trabeculae. After treatment has been 
instituted, the osteoid tissue beneath the peri- 
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osteum calcifies and constitutes the so-called 
osteophytosis of healing rickets. 

Vitamin D-resistant rickets, renal rickets. 
and the deformities produced by rickets will 
be considered at this time only as the analysis 
of illustrations of those conditions contributes 
to understanding ordinary dietary rickets. 

The osteoid tissue of rickets produces an 
absolutely unique x-ray finding which simpli- 
fies the diagnosis. Osteoid tissue interposed 
between the shaft and epiphysis shows as a 
gap by x-ray, and there is no such gap in 
scurvy or congenital syphilis. 


Scurvy 


The intercellular substances of bone, car- 
tilage, fibrous tissue and other mesenchymal 
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ricuk! _. Dietary rickets in a three year old girl. The gap 
betwe the shaft and epiphysis, caused by the interposi- 
tion © osteoid tissue, is well shown in the wrist. The 
defici cy is not as complete as in the case shown in 
figure . so the coarsening of the pattern of the substantia 
spong.-a incident to the replacement of secondary tra- 
becul:. with osteoid tissue is less pronounced. Longitu- 
dinal .rowth has continued and the blood contains enough 
calciu::. phosphate and citric acid to make some progress 
in ossilving the osteoid tissue at the growing ends of the 
radius and ulna. 


tissues require minute amounts of ascorbic 
acid in the diet. When infants more than 
three or, more commonly, four months of 
age have been fed pasteurized or boiled milk 
without the addition of orange juice or some 


FIGURE 3. Late, moderately 
severe dietary rickets in a 
six year old boy. This con- 
dition developed because 
of poverty and parental 
ignorance. 

a. Left knee before in- 
stitution of treatment, 
showing rachitic deform- 
ities of the femur and tibia 
and osteoid tissue gap be- 
tween the shaft and 
epiphysis in the femur and 
tibia. 

b. After only two weeks 
of therapy, improvement 
has begun and the gaps are 
diminished. 

c. After three months of 
therapy, the active rickets 
is healed and only the de- 
formities remain. At this 
patient’s age it is unlikely 
that the skeleton will cor- 
rect these deformities with- 
out surgical assistance. 
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other source of ascorbic acid, the collagen 
that makes up the matrix of these tissues 
either is not produced at all or is produced 
in defective form. Bone growth comes to a 
standstill, but lime salts continue to be con- 
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FIGURE 4. Full-blown scurvy in a one 
year old girl. 

a. Left leg. Profound generalized os. 
teoporosis, with lime salts largely re. 


moved from substantia spongiosa and Fit 
retained only in the cortex. The per- Al 
sistence of lime salts in the cortex of an 
the epiphyses produces the so-called ring of 
sign. At the distal end of the femoral 

shaft, breakdown of substantia spongi- li 


osa (the so-called scurvy line) is ob- 
served; distal to that is seen the con- 


densation of lime salts (the so-called o 
white line of scurvy). A 
b. After only 17 days of vitamin C hi 


administration, spectacular improvement 
has occurred. Enormous subperiosteal 
hemorrhages in the femur and the tibia, 
present but invisible at the first exami- 
nation, are undergoing ossification. 

c. Seurvy at the costochondral junc- 
tions has produced the so-called scor- 
butic rosary. (It is common to speak of 
a rachitic rosary, but among our cases 
I find many rosaries in scurvy and not 
a single one in rickets.) 


FIGURE 5. , Moderate-grade 
scurvy observed in a 10 
month old boy. 

a and b. Moderate gen- 
eralized osteoporosis; ab- 
sence of osteoid tissue gap; 
presence of white lines and 
scurvy lines at distal ends 
of femur and tibia; barely 
discernible hemorrhage be- 
neath periosteum of tibia. 

c. After two weeks of 
vitamin C administration, 
repair is occurring; the 
subperiosteal hemorrhages 
in the tibia are undergo- 
ing ossification. 
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ricurt 6. Mild scurvy in a 10 month old girl. 
Althovch this patient had been given vegetables 
and orange juice, her mother believed that most 
of it lad been vomited. 

a. Moderate generalized osteoporosis; white 
line at the distal end of the femur and tibia. 

b. \ine days after institution of vitamin C. 

c. After 17 days of therapy, reconstruction is 
occurring at the ends of the femur and tibia. 
Apparently there has been no subperiosteal 
hemorrhage. 


veyed to the bone and to pile up in deep zones 
at the growing ends. Elsewhere the bones lose 
much of their normal density, becoming ex- 
tremely osteoporotic; the ends of the shafts 
are fragile and tend to break down. The type 
of hemorrhages which are seen clinically in 
the gums and other soft tissues occurs be- 
neath the periosteum, and all of these factors 
combine to produce severe pain which causes 
the infant to resist active or passive motion 
of his extremities. 

With the administration of vitamin C, re- 
covery is prompt and dramatic, but the cen- 
ters of large epiphyses, such as those at the 


knee, may show an abnormal central pattern ~ 


for some time. 

The x-ray criteria of scurvy are a profound 
generalized osteoporosis, the condensation of 
lime salts in the metaphysial plate (the so- 
called white line of scurvy), absorption of 
bone just proximal to this with breakdown 
of cortex at the edge (the so-called scurvy 
line), and subperiosteal hemorrhages which 
may be invisible until after the administra- 
tion of vitamin C. Unlike rickets, there is no 
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osteoid tissue and, therefore, no gap between 
the shaft and epiphysis; unlike syphilis, the 
condition is never seen earlier than the third 
month and rarely earlier than the fourth 
month of life. 


Congenital Syphilis 


Even today the diagnosis of syphilis occa- 
sionally is missed in pregnant women, and 
they are allowed to go to full term either un- 
treated or with inadequate treatment; how- 
ever, this is most unusual and, therefore, the 
incidence of congenital syphilis is very low. 
The lesions may be present at birth and, if 
so, they become much more noticeable with- 
in a few weeks. They constitute a low-grade 
osteomyelitis which is seldom mistaken for 
pyogenic osteomyelitis. Unlike scurvy, gen- 
eralized osteoporosis is either mild or entirely. 
absent; unlike scurvy, there is apt to be sub- 
periosteal proliferation of bone, even in the 
absence of therapy. Breakdown of the cortex 
at the junction of the shaft and metaphysial 
plate is not unlike that seen in scurvy. As a 
matter of fact, it is sometimes quite difficult 
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FIGURE 8. Same case as figure 7. 

a. Lateral view of left leg before 
treatment. 

b. Frontal view of left leg six days 
after institution of penicillin therapy. 

c. Frontal view of left leg one month 
following penicillin therapy. 
If the diagnosis had been correct, 
penicillin therapy would have been 
used until recovery was complete. In- 
stead, it was discontinued as soon as 
the “upper respiratory infection” had 
disappeared. 


FIGURE 7. Congenital syphilis jn 
an eight month old boy. This 
condition was mistakenly and 
quite inexcusably misdiagnosed 
as scurvy, with tragic conse. 
quences for the patient and 
great embarrassment for the 
physician. The films show all 
the criteria of syphilis and none 
of scurvy or rickets. 

a. Lateral view of right leg. 

b. Frontal view of right leg. 
Total absence of osteoporosis 
opposes diagnosis of scurvy; 
total absence of an osteoid tis- 
sue gap opposes diagnosis of 
rickets. Indicative of syphilis is 
the severe subperiosteal pro- 
liferation and the breakdown 
of the cortex at the distal end 
of the shaft of the femur, re- 
sulting in subluxation of the 
distal epiphysis on the shaft. 
The possibility of syphilis was 
not considered, but, because 
the patient was thought to have 
an upper respiratory infection, 
penicillin was administered 
along with vitamin C. 

c. One month later, marked 
improvement has occurred, un- 
doubtedly resulting from the 
penicillin rather than from vita- 
min C. 
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FIGURE 9, Congenital syphilis in a seven week old boy. 
The fact that the infant is less than four months old 
and the absence of generalized osteoporosis oppose a 
diagnosis of scurvy. The x-ray findings are minimal but 
of diagnostic value. Note the breakdown of the cortex 
at the medial side of the distal end of the femoral shaft. 
Very slight subperiosteal proliferation of bone along the 
shaft of the humerus is present. 


FIGURE 10, Congenital syphilis in a two month old girl 
before and after institution of antisyphilitic treatment. 

a. Left. Before treatment. Very slight subperiosteal pro- 
liferation along shaft of the humerus and radius; break- 
down of cortex at the distal end of the radius and ulna. 

b. Right. After 19 days of antisyphilitic treatment, re- 
construction is occurring at the distal ends of the radius 
and ulna, but the subperiosteal bone is a little more 
obvious along the shafts of the humerus, radius and ulna. 


TABLE 1 


DiaGnostic CRITERIA FOR DIFFERENTIATION OF INFANTILE RICKETS, 
Scurvy AND CONGENITAL SYPHILIS 


CONDITION AGE AT ONSET OSTEOPOROSIS | CORTICAL HYPEROSTOSIS LESIONS AT GROWING ENDS 
Rickets 6 to 24 months Present Not in active phase* Increased width of cartilage space 
Scurvy Over 4 months Severe Not in active phasey Spurs, scurvy line, white line 
Syphilis Present at birth Not present Present Erosions at ends of diaphyses 


*Osteoid tissue beneath periosteum becomes visible after therapy. 


*Subperiosteal hemorrhage calcifies after therapy. 


to distinguish between the two diseases on the 
basis of x-ray findings alone. Usually, how- 
ever, the x-ray findings together with the 
history leave no doubt as to the correct diag- 
nosis. Syphilis should never be confused with 
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rickets, because, unlike rickets, in which os- 
teoid tissue interposed between the shaft and 
epiphysis shows as a gap by x-ray, there is 
no osteoid tissue in syphilis and, therefore, 
no gap. 
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EARLY POSTMENOPAUSE 

Complains of low back pain, vague 
iy aches and fatigue 

Posture is poor 

No x-ray evidence of bone lesions 


These three patients have osteoporosis. Early diagnosis 
and treatment with “Formatrix” is important because 
osteoporosis is probably the only age change that can be 
averted. With “Formatrix” therapy, relief from the symp- 
toms of low back pain, vague aches and fatigue may be 
obtained in as little as a few weeks. “Formatrix” supplies 
the essential materials to stimulate increased bone forma- 
tion and prevent further loss of bone substance that leads 
eventually to loss of height, stooped posture, and dis- 


abling fractures. 


LATER POSTMENOPAUSE 


Back pain is severe, spreading to 
hips (“girdle pain”) 


Patient is round shouldered, 
walks with a stoop 


X-ray reveals compression fractures 
of lower vertebrae 


of disuse. 


The highest incidence of osteoporosis may be found 


among the 14,000,000 women in the U.S.A. who are 
55 years of age and over. Some investigators claim that 
almost all women past the menopause will show some 
degree of osteoporosis; furthermore, if all these women 
were examined carefully, 50 per cent would show x-ray 


evidence of decreased bone mass. 
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70 AND OVER 


Fracture of hip after a minor fall 
X-ray reveals fracture of neck of femur 


X-ray reveals compression fractures 
of lower lumbar vertebrae 


Suspicion may be the handiest diagnostic tool since pre- 
senting symptoms vary from mild to severe and in- 
capacitating pain, and no x-ray evidence of spinal degen- 
eration is available until about 30 per cent of the bone 
matrix is lost. Between these two extremes there are 
other signs of estrogen deficiency such as wrinkled and 
thinning skin, a tendency to appear older than stated 
years; there may also be hypercalciuria when postmeno- 
pausal osteoporosis is complicated by acute osteoporosis 


Osteoporosis is primarily an atrophic condition of bone 
matrix formation and any factor that depresses osteo- 
blastic activity or retards the formation of protein and 
connective tissue such as prolonged immobilization, cor- 
tisone therapy, or malnutrition will favor development 


of osteoporosis in both male and female. 


AYERST LABORATORIES 
New York 16, N. Y. * Montreal, Canada 
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high potency vitamin-mineral supplement 


"THE INCIDENCE AND SEVERITY OF DEGENERATIVE DISEASE 


CAN BE LESSENED BY CAREFUL NUTRITIONAL BALANCE AND 
PROPER CONTROL OF METABOLIC ACTIVITY THROUGHOUT THE 


LIFE SPAN." 


Chapman, L. E.: J. Am. Geriatrics Soc. 6:269, 1958 


Each MYADEC Capsule provides the 
benefits of... 


Nine vitamins: 

Vitamin B. crystalline ... 5 meg. 

Vitamin (riboflavin) ... 10mg. 

Vitamin Bs (pyridoxine 
hydrochloride) ...... 2 mg. 

Vitamin B; mononitrate 10 mg. 


Nicotinamide (niacinamide) 100 mg. 
Vitamin C (ascorbic acid) . . 150 mg. 
VitaminA .. (7.5 mg.) 25,000 units 
Vitamin D. . (25 meg.) 1,000 units 
Vitamin E (d-alpha-tocopheryl- 


acetate concentrate) ... 


Eleven minerals (as inorganic salts): 


Iodine mg 
Manganese .......5. 1.0 mg. 
Molybdenum ........ 0.2 mg, 
Copper . 1.0 mg 
Magnesium ......... 6.0 mg. 
Phosphorus ........ 80.0 mg. 


Bottles of 30, 100, 250, and 1,000. 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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WENDELL J.S. KRIEG 


Letters to a Medical Student 


My dear son: 


You struck the most vulnerable point of 
the professorial life when you brought up the 
question of salary. Everyone is aware of this. 

At present, a full professor, not head of a 
department, receives about $10,000 a year, 
plus some fringe benefits. Men in the middle 
management of very large corporations aver- 
age about $15,000 per year. While this is a 
considerable difference, it is not enough to 
change one’s life, and over decades, the pro- 
fessor’s salary and position are more stable 
than the corporation man’s. 

Of all the ways in which one can be com- 
pensated, once the necessities of life have 
been provided, the most precious, it seems 
to me, is in time. In the ultimate analysis, the 
only ways in which it is possible to be paid 
are three: in goods or money, in esteem or 
affection, and in time. Of these, the only one 
that cannot be increased beyond a certain 
amount is time, for no man can give us more 
hours of freedom than there are in the day. 
With fair success, money and esteem are 
likely to be adequate. One might make a 
formula for practical hedonism in which sig- 
nificant quality and intensity of pleasantness 
are multiplied by the length of time experi- 
enced. Because the second factor is high, I 
think the professor’s life will give a high prod- 


uct. Half of life is spent in work; if that half 
is not a direct source of happiness, the total 
is greatly lowered. The practitioner has little 
time (when he is not fatigued) which he can 
call his own; and the free-lance worker, who 
certainly has freedom, lacks security. Both 
of these types of men work rather apart from, 
if not in competition with, any colleagues; 
consequently, they miss the stimulus of con- 
stant contact with the learned world and with 
students. I stress these points because they 
are usually not considered when a young man 
is deciding which path to choose—and they 
are exceedingly important considerations! 
After you have enough to raise your family 
decently (and it need not take as much as 
many people imagine), and have their affec- 
tion and the esteem of your world, what other 
reward can you be given except the reward 
of time? Many of the most successful and 
wealthy men lack this simple and essential 
blessing. Verily, what shall it profit a man if 
he gain the world and have not the leisure 
to enjoy it? 

The academic career demands the accumu- 
lation of knowledge, so one becomes more 
valuable in later years; every impulse and 
tendency to studious pursuits or original en- 
deavor enhances one’s worth to one’s subject 
and university. I know of no other profession 
in which original work is really encouraged. 
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In business you are helping someone else 
make money; or, if on your own, you are 
using some rather undignified measures to 
make money for yourself. In the practice of 
medicine, you are being called to fix some- 
thing that has gone wrong. Back in 1532, 
Cardan, who was a medical graduate turned 
researcher, wrote, “If I had money to earn, 
I could earn it as a physician and in no other 
way. But that calling, except the glory that 
attends it, is entirely servile, full of toil, and, 
to confess the truth, unworthy of a man of 
talent, so that I do not at all marvel that 
among the Romans the Art was assigned to 
slaves.” 

Assuming that you are personally interest- 
ed in the subject of your specialty, that is, 
if you would keep an interest in it though 
you had other employment, then you are 
being paid for following your hobby; you 
succeed to the extent that you follow it while 
space and time are provided and all expenses 
are paid. I always remember how a colleague, 
an eager experimenter, used to say when all 
the complicated apparatus in his laboratory 
was going, “To think they pay me for this!” 

If you are worthy, you will gain reputation 
from your work; you will be able to write 
whatever you are able under your own name, 
and you as an individual will receive credit 
for it. True, the name of the university is 
used, too, but not in any way to suppress 
your own. “No percentage in that,” some 
would say; but I repeat that after your fam- 
ily’s needs are provided for, that is about all 
there is to continue striving for—certainly 
not the accumulation of more money, which 
usually means that your wife gets fancier 
ideas, your children are spoiled, and you have 
to travel farther to and from work. 

You will find satisfaction in the knowledge 
that you have helped mightily in the educa- 
tion of about a hundred new physicians every 
year. True, you never see most of them after 
they have their degree, but you can be sure 
that they will remember you in proportion 
to the strength of your personality. 

Whatever you contribute to your science 
will be permanent to the degree that it is 
new and true. You will become a biblio- 
graphic reference and, later, a name. When 
you bring forth a new fact about nature, it is 
good for the rest of time, and your paternity 

(Continued on page A-77) 
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Tolyphy 


An effective three-way approach offering wider 
therapeutic range in the management of muscular 
spasticity due to dysfunction resulting from in- 
flammation or mechanical derangement. 


Mephenesin, physostigmine salicylate and atro- 
pine sulfate combine to affect both mind and 
muscle in spastic conditions of torticollis, fibro- 
sitis, lumbar myositis, rheumatoid arthritis, occi- 
pital headache, arthralgia, myalgia, bursitis and 
neuromuscular disorders. 


Tolyphy promotes tranquilization and muscular 
tonicity, and provides protective parasympa- 
tholytic action of atropine to provide safe, fast, 
effective relief. 

Dosage: Initially, two tablets, four times daily 


until maximum effect is achieved—then revised 
downward to meet the needs of the patient. 


Supplied: Bottles of 100 and 1000 tablets. Each 
tablet contains mephenesin, N.N.R., 0.5 Gm., physo- 
stigmine salicylate, 0.35 mg., atropine sulfate, 0.2 mg. 


Samples and literature 
to physicians on request 


CHICAGO PHARMACAL COMPANY 
Chicago, [Illinois 
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If you like to have fun with food, try this recipe 
handed down from the American indians to the 
first colonial settlers—and now popular throughout 
the country. Whether it’s prepared on the 

beach, patio, in the backyard, or even in the 
kitchen, you'll have a bucket of fun. 


ever been on a “W shboiler Clambak@ 


Take an old-fashioned washboiler or its egy 
lent and place a rack in the bottom over anig 
or so of water. : 


Place a layer of chowder clams on the rack, 


Cover the clams with a layer of seaweed, g 
hay, or romaine lettuce leaves. 


ye to 
Next make a layer of white or sweet potalnaiimlag 


‘is 


Cover these with chicken halves. 


Add another layer of lettuce (or seaweed, ei nasal 
followed by ears of corn cleaned and stripped 
the inner husks. 


Place lobsters (one apiece) on top of corn, 
another layer of lettuce (seaweed, etc.). On thecal 
place steamer clams. Then cover with a tight# i 
ting lid, and cook for an hour or longer until dor 


Now unveil this gourmet’s treat and pass Nima 


plenty of butter. 
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will be recognized. Recovered patients may 
have gotten well anyway, and, finally, all 
must die; but a medical discovery helps in 
understanding the bodies or diseases of pa- 
tients forever. Whatever you write on your 
subject is disseminated over all the civilized 
world and is there to be consulted. Others 
can always build on it, but the block you put 
there is a part of the permanent structure of 
knowledge. 

Indeed, there is a remarkable justice in 
the way credit is awarded in proportion to 
the existence of a true kernel of originality. 
If a first-class man is not appreciated in his 
day, he is exhumed by later critics; true value 
is ascertained and credit given. We may won- 
der why certain authors stand high, especially 
when they wrote in a language unknown to 
us or their work seems commonplace, but we 
find that in their day they were the innova- 
tors. Dante may lack appeal today, but in 
the thirteenth century no one had ever scaled 
such heights of thought and expression. The 
paintings of Raphael may seem like those of 
many other Italian painters, but research will 
show that theirs are of later date, while it 
was he who set the style. 

When you repeat to classes what you have 
been taught, as in routine teaching, you re- 
ceive no commendation for your work except 
that it has been faithfully done. When you 
work out new details in your field and pub- 
lish them, you receive some small notice 
within your specialty; but when you think 
out a new theory or devise a new system, the 
world pricks up its ears. Why drudge thought- 
lessly in the beaten track if ideas founded 
on full knowledge can make you a part of 
the world’s progress? 

You spend as much time and effort at some 
derivative task as if you did original work, 
and you lack the stimulus of its being your 
own. Follow your own way. Don’t worry if 
it departs from the usual way. That is a sign 
you're making progress, and you may have 
something to offer. You must have enough 
confidence in your own mind to trust that 
what you can woo out of it will correspond 
to something which is slumbering somewhere 
in others. The best work has the quality of 
inevitability; it falls into its place quietly and 
naturally. 

And so, good night, 
Father 


o!the poorlobsterman... 
te one who May not have a “bucket of fun” isthe = 
sdispensable lobsterman who goes out in all kinds 
ik ‘weather to haul the lobster pots. He’s a prime = ) 
andidate for “weatheritis.” Symptoms? Nasal con- 
astion and sinusitis. But these can be dealt with = | 
easily on the rockbound New England Coast as 
prairie or the fog-haunted Pacific 
vast. Pharmacists everywhere stock TYZiNE—the 
ysal decongestant for quick, long-lasting action. 4 
bland, entirely free fr 
ith virtually no sting, burn, or r¢ 
Need, ie.suggest that you try TYZINE in the appropria’ 
sage form for your patients’ nasal congestion = 
ye to colds or allergy. At this time of year, in most " 
Me these United Sti | 
tis complaint — oft | 
eed, 
tripped | 
corn, ( 
). On te 
tight 
iasal Spray, 15 cc., in plastic bottles,0.1% 
ediatric Nasal Drops, 1/2-0z.bottles,0.05%, 
OTE: As with certain other widely used nasal decongestants, Lee ie 
cause d i i 
children, KEEP OUT OF HANDS OF CHILDREN OF ALL AGES, 
Nasal Spray and TYZINE Nasal Solution, 0.1%, are not 3 
— 
FILER LABORATORIES, Brooklyn 6, New York a 
vision, Chas, Pfizer&Co., Inc. 


FROM POSTGRADUATE MEDICINE’S CORRESPONDENTS 


AUSTRALIA 


Hydatid disease—Dr. P. J. White, Victoria 
Department of Health, reported in the Medical 
Journal of Australia that the mortality from 
hydatid disease in Victoria decreased consider- 
ably from 1853 to 1956. Having obtained his in- 
formation from the Australian hydatid disease 
registry, which was started in 1930, and from 
hospital records in Victoria before that time, the 
author attributed the decrease in the mortality to 
three factors: (1) an improvement in surgical 
procedures during the period from 1890 to 1910; 
(2) the strict inspection of meat, introduced by 
the Department of Health in 1900; and (3) the 
education of the general public since 1890 to’ the 
danger of this disease. 

During the period from 1949 to 1956, mass 
x-ray surveys performed to detect tuberculosis 
disclosed hydatid cysts of the lungs in 204 men 
and 137 women. 

In compiling these statistics, the author de- 
pended on accurate diagnosis of the disease in 
living patients, since autopsies were not per- 
formed in the cases recorded in the registry. 

Anuria—Drs. K. D. G. Edwards and H. M. 
Whyte have defined anuria as a urine flow of 
less than 400 ml. per day in a previously normal 
kidney but less than 800 ml. per day in a previ- 
ously abnormal kidney. In their report in the 
Medical Journal of Australia, the authors out- 


lined the causes of anuria as follows: (1) cir- 
culatory insufficiency caused by hemorrhage, sur- 
gical and obstetric shock, burns, crush injuries 
or dehydration due to vomiting and diarrhea; 
(2) intravascular hemolysis caused by incom- 
patible blood transfusion, black-water fever, use 
of tap water during operation on the bladder, or 
septic abortion due to Clostridium welchii infec- 
tion; (3) renal disease, such as acute glomerular 
nephritis, pyelonephritis, and poisoning from 
mercury or carbon tetrachloride; or (4) obstruc- 
tion of urinary tracts due to stone, a blood clot, 
a tumor, sulfonamide crystals, infections or liga- 
tion of the ureter. 

After discussing the effects of anuria in detail, 
the authors presented an outline of treatment, 
beginning with the prophylaxis and treatment of 
the cause. Sustenance and balance are maintained 
by giving 400 ml. of water per day plus the vol- 
ume of overt losses in urine, vomitus and feces. 
The diet should consist of 1000 calories or more 
per day, with no protein, sodium or potassium. 
It should include sugar in the form of glucose 
sweets or drinks and rice; fat in the form of 
cream, saltless butter or fat emulsions, and vita- 
mins. Imbalance is corrected by restricting fluid 
intake or using the artificial kidney in overhydra- 
tion; using the artificial kidney in acidosis, hy- 
pernatremia and uremia, with symptomatic treat- 
ment of vomiting, restlessness or convulsions in 

(Continued on page A-80) 
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TRANQUILIZER 
OF CHOICE IN 
PEDIATRIC 
PRACTICE 


for ‘round-the-clock, sustained relief from 
tension symptoms—sleeplessness, irritabil- 
ity, apprehension, headache!—on q. 12 h. 
medication 


meprobamate (Miltown®) continuous release capsules 
Found ‘“‘most useful and least toxic” in a 
pediatric study of four widely prescribed tran- 
quilizing and relaxing agents.! 

‘ e acts uniformly, day and night 
e effective in reduced dosage 


e capsules may be opened and 
coated granules mixed with food 


exceptionally safe/extremely convenient 


1. Baird, H. W., III: A comparison of Meprospan (sustained action 
meprobamate capsule) with other tranquilizing and relaxing agents 
in children. Submitted for publication, 1958. 


Dosage: According to age. 


® WALLACE LABORATORIES, New Brunswick, N. J. 
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uremia: administering glucose and insulin, cal- 
cium gluconate and digitalis or using the arti- 
ficial kidney for emergency treatment of hyper- 
kalemia, with ion exchange resin also suggested: 
and exchange transfusion, if it is necessary. in 
anemia. 

The authors pointed out that since the diuretic 
flow may cause considerable upset. the patient 
should be carefully observed during this period. 
They advocated that during the diuretic phase 
there should be an increased intake of water. 
potassium and sodium, with the potassium in- 
take unrestricted when the urine volume exceeds 
1500 ml. daily. They also cautioned against the 
excessive loss of water, potassium and sodium as 
well as the excessive retention of sodium and 
water. The food intake may be gradually in- 
creased. The patient should be carefully watched 
for complications such as infection or thrombosis. 


BRAZIL 


Coarctation of the thoracic and abdomi- 
nal aorta—Twenty-five published cases of coarc- 
tation of the aorta in atypical localization were 
reviewed by Drs. N. F. Trench. L. Lengyel and 
W. E. Maffei: their conclusions were published 
in Arquivos dos hospitais da Santa Casa de Sado 
Paulo. After considering all the elements of each 
case, they determined that only five could be 
called congenital coarctation of the aorta, the 
other 20 being acquired conditions. The authors 
used the term coarctation for only those cases in 
which the condition was congenital, preferring 
the term segmentary or circumscribed stenosis 
for the acquired condition. 

The authors observed three patients in whom 
the symptoms strongly suggested coarctation of 
the aortic isthmus. Two of these patients were 
operated on, and during the operation the con- 
dition was found to be segmentary stenosis. In 
the first patient, a 30 year old man. the stenosis 
was localized above the renal arteries in the ab- 
dominal aorta. The nature of the lesion could 
not be definitely ascertained. The second patient. 
a five year old girl, was operated on after a diag- 
nosis of isthmic coarctation, but the operation 
disclosed a segmentary stenosis on the diaphrag- 
matic section of the aorta. The patient died be- 
cause of cardiac decompensation: the autopsy 
and histologic examination revealed an acquired 
inflammatory rheumatic process. The diagnosis 
of isthmic coarctation was confirmed by angio- 
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cardiography in the third patient, a 16 year old 
girl. The operation showed extensive alterations 
of the thickened aortic arch. and the pulsation 
of the aorta was greatly diminished. This condi- 
tion could not be corrected by surgery, and the 
patient died. In this case also, autopsy and his. 
tologic examination revealed stenosis of rheu- 
matic origin. 

The authors analyzed the symptoms, signs and 
laboratory data of these patients to determine 
the possibility of establishing an early differen- 
tial diagnosis of atypically localized congenital 
coarctation and acquired segmentary stenosis of 
the aorta. 

Kala-azar—A summary of the literature of 
Sao Paulo on kala-azar (visceral leishmaniasis) 
was presented by A. Mello and N. R. Mello in 
Arquivos dos hospitais da Santa Casa de Sao 
Paulo. Some writers, such as Barros and associ- 
ates and Veronese and co-workers, have found it 
difficult to account for the low incidence of the 
disease in Sao Paulo, since it occurs frequently 
in the northern and northeastern parts of the 
country and residents of those areas have been 
migrating to Sao Paulo for some time. This may 
be due to the fact that the disease is seldom diag- 
nosed: if physicians were more familiar with the 
disease, perhaps a larger number of cases would 
be reported. However, the authors of this sum- 
mary have not observed a case of kala-azar since 
1955, in spite of being familiar with the disease 
and of having had the opportunity to examine 
more than 1000 patients who came from the 
northern and northeastern sections of Brazil. 

The strikingly few cases of kala-azar observed 
in hospitals in S40 Paulo may be explained by 
the fact that migration to Sao Paulo is chiefly 
from the state of Baia, where the incidence of 
the disease is low, rather than from Ceara, where 
kala-azar is prevalent. Furthermore. this disease 
is most common in children. and most of the 
migrants are adults. Alencar found in 1956 that 
66 per cent of the patients who had kala-azar in 
Ceara were less than four years old; 83 per cent 
of the patients who had the disease were less than 
10 years old. 

The authors also described one case of kala- 
azar which they had observed: A 16 year old 
boy was admitied to the hospital with febrile 
hepatosplenomegaly. marked anemia, low-grade 
cardiac insufficiency, and an intestinal disorder. 
Hepatic schistosomiasis was considered, since the 
boy came from Baia, where the disease is en- 
demic: he also was examined for Plasmodium 
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inf tion, although there is no malaria in Baia. 
A ;roctologic examination could not be made 
bec.use of the patient’s poor condition: results 
of ‘vcal tests were negative. The authors’ diag- 
nosis of kala-azar was based on their findings in 
the formol-gel and Brahmachari tests. a hemo- 
gran and electrophoresis, and because Leish- 
mavia infection was demonstrated in a biopsy 
of the bone marrow reproduced in a culture 
medium. Although treatment with antimonial 
compounds was tried, it had to be discontinued 
several times because of the cardiotoxic reaction. 
The patient died in cachexia. 


DENMARK 


Complications and mortality in thera- 
peutic abortion—A study of the complications 
and mortality attending the various methods of 
therapeutic abortion was discussed by Helge G. 
Berthelsen and Erling @stergaard in Ugeskrift 
for laeger. Particularly significant was the com- 
parison of the cremor saponis method with other 
commonly used methods. The study was based 
on 23,666 therapeutic abortions reported to the 
Department of Public Health during the period 
from 1953 to 1957. The total mortality in the 
series was approximately 0.07 per cent. In pa- 
tients in whom the abdominal approach was em- 
ployed, the mortality was about 0.13 per cent. 
compared with approximately 0.05 per cent in 
patients in whom abortions were performed 
through the vagina. In the latter group. two or 
three deaths occurred with each of the three com- 
monly used methods. Only the more serious com- 
plications were recorded, the incidence in the 
various vaginal methods varying between ap- 
proximately 2 and 4.5 per cent. It was considered 
significant that the lowest number of complica- 
tions occurred in the 1.415 patients in whom the 
cremor saponis method was employed. This meth- 
od has been the one most frequently used since 
1957. The authors concluded that all common 
methods of therapeutic abortion have the same 
degree of risk as that of full-term pregnancy and 
delivery, and that the cremor saponis method is 
the most gentle procedure used for interrupting 
pregnancy. 

In the same journal, Provl Bach-Nielsen, Addi 
Wilhjelm and Bendt J. Wilhjelm reported the re- 
sults of 227 therapeutic abortions in which the 
cremor saponis method was employed. They ob- 
served one case of hemolysis with anuria and one 


December 1958 


fatality caused by a pulmonary embolism asso- 
ciated with the evacuation of the uterus. In the 
latter case, soap embolism was possibly a con- 
tributory cause of death. Because other compli- 
cations were few and insignificant, the authors 
did not believe that this procedure should be 
abandoned. 


ENGLAND 


Anemia and the ali- 
mentary tract —The 
Royal College of Physi- 
cians in London has in- 
augurated the first of a 
series of postgraduate 
conferences intended to 
enable fellows and mem- 
bers of the College to 
learn of recent advances in specific branches of 
medicine. This very successful first conference 
related to “Anemia and the alimentary tract.” 
and included the viewpoints of some 20 to 30 
speakers. Among the speakers was Dr. W. Sircus. 
Edinburgh. who estimated that approximately 
one in five of the general population at some 
time has aphthous stomatitis. The lesions may 
be single or multiple, and recurrences are fre- 
quent. In many patients there is anxiety or men- 
tal stress, while in others malabsorption may be 
a predisposing factor. The mainstay of treatment 
is locally administered hydrocortisone, but par- 
enteral administration of steroids may sometimes 
be necessary. 

Dr. W. P. H. Sheldon, London, described the 
clinical features of celiac disease in children. 
Anemia is usually microcytic, but occasionally 
there may be a megaloblastic anemia which re- 
sponds to folic acid. In some children symptoms 
are mild or absent. and the only clinical feature 
may be lack of growth or irritability. Treatment 
with a gluten-free diet has resulted in remission 
of symptoms and in clinical improvement. How 
long the restricted diet should be continued varies 
in different cases. Dr. P. B. B. Gatenby, Dublin. 
stressed the importance of assessing the efficacy 
of the many iron preparations available for treat- 
ing iron-deficiency anemia. In a careful study of 
anemia in pregnancy, he had found that ferrous 
gluconate was the most satisfactory preparation 
for oral administration. Intolerance to orally ad- 
ministered iron has been the most common indi- 

(Continued on page A-82) 
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cation for parenteral treatment; malabsorption 
is another. 

Professor L. J. Witts, Oxford, described the 
anemia which may occur after gastric opera- 
tions, the most common type being anemia re- 
sulting from an iron deficiency of uncertain 
origin. Studies with radioiron have shown that 
absorption is usually normal. Since episodic 
bleeding may play a part in the development of 
iron deficiency, bleeding should always be sus- 
pected where anemia is severe. Treatment con- 
sists of the oral or parenteral administration of 
iron. In some patients there is atrophy of the gas- 
tric remnant after partial gastrectomy, and vita- 
min B. deficiency and megaloblastic anemia may 
develop. After total gastrectomy the patients 
studied had lost their entire intrinsic factor- 
secreting area and, therefore, invariably had 
vitamin B,. deficiency and megaloblastic anemia 
if they survived long enough to exhaust their 
body stores. Such patients, therefore, should 
either be kept under close hematologic super- 
vision or be treated with prophylactic injections 
of vitamin 

Intra-articular prednisolone—Although 
prednisolone has been available for systemic ad- 
ministration for several years, it is only recently 
that it has been prepared in a form suitable for 
intra-articular injection. Dr. P. Hume Kendall. 
Guy’s Hospital, London, has reported in the 
British Medical Journal the results of a short 
controlled trial of prednisolone acetate in 79 pa- 
tients with rheumatoid arthritis. The trial was 
confined to the elbow and knee joints, all of 
which are readily accessible to measurement of 
swelling, temperature and range of movement. 
The trial was also confined to acutely inflamed 
joints as, although the steroids could be expect- 
ed to relieve the symptoms only temporarily, this 
period of relief could be measured accurately in 
days or hours. 

Eighty patients were selected and injected 
with equal doses (25 mg.) of either hydrocorti- 
sone or prednisolone acetate at random. After 
the effect of one injection had been judged to 
have worn off, the other steroid was injected. 
One patient failed to return for assessment and 
six were excluded from analysis as they failed 
to show any response to hydrocortisone, although 
all responded to the prednisolone. In the remain- 
ing 73 patients the average onset of relief was 
10 hours earlier in the case of prednisolone, the 
average duration of relief two days longer, and 
the incidence of side effects 27 per cent lower. 
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There seemed to be little difference in the inten- 
sity of the effect between similar doses of the 
two drugs. 

Nuclear warfare and treatment of mass 
casualties—The apathy of the medical profes. 
sion in England toward civil defense and educa- 
tion in protection from nuclear warfare is very 
evident. One is told either that “it can never 
happen” or that “nothing can be done about it.” 
In view of this attitude. Dr. G. D. Kersley, Bath, 
who is not only a leading authority on rheuma- 
tism but also a keen Territorial Army colonel 
who commanded a hospital in World War II, 
devoted to this subject his presidential address 
to the West Somerset Branch of the B.M.A. 

If an atom or hydrogen bomb were dropped on 
the free world, within minutes planes would take 
off with nuclear weapons from hundreds of bases. 
There would be a few days of holocaust, during 
which every activity would cease except attempts 
to survive and, at the same time, to destroy the 
enemy. After this there would be a long, long 
period of attempting to make the world again a 
place in which it would be possible to exist. 

Two things that will reduce the risks of such 
a disaster are being strong and being prepared 
for the worst. “The latter in particular concerns 
us.” said Dr. Kersley, “and includes planning 
for dispersal and the teaching of self-help, first 
aid and hygiene.” Such preparation, costing 
nothing, but requiring medical backing, would 
more than halve the casualty rate, and it might 
in the long run even decimate it. It is estimated 
that about 40 per cent of casualties are likely to 
have injuries due to blast—many caused by flying 
glass—and that about 60 to 70 per cent will have 
some burns. In the later stages radiation casual- 
ties will become a problem and will account for 
15 to 30 per cent, but most of these will have to 
be treated at home. 

In treating radiation casualties a selection will 
have to be made on the basis of a hopeful prog- 
nosis. Some guide to the amount of radiation a 
person has absorbed can be obtained by calcu- 
lating intensity of radiation, duration of expo- 
sure, distance from radioactive particles, and 
screening factors. Screening and distance factors 
are illustrated by the fact that 6 in. (15 cm.) of 
concrete quarters the dose, occupation of the 
center ground-floor room of a two-storied house 
reduces the dosage factor by 40, and staying in 
a cellar reduces the dosage factor by as much 
as 300. 


(Continued on page A-84) 
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New convenient oral tablets ... PENTIDS “400”... 
Economical ... where double strength Pentids is 
required for treatment of severe infections due to 
Staphylococcus... Hemolytic Streptococcus... 
Pneumococcus. Also indicated for prevention of strep- 
tococcal infections when there is a history of rheu- 
matic fever. PENTIDS ‘‘400’’. . . Squibb Penicillin G 
Potassium 400,000 Unit Tablets (Buffered)... 
Dosage: 1 tablet t.i.d. without regard to meals... 
Supply: Scored tablets — bottles of 12 and 100. 


For common bacterial infections, prescribe PENTIDS 
. .. 200,000 unit buffered Penicillin G Potassium 
Tablets ... Dosage: 1 or 2 tablets t.i.d. without re- 
gard to meals . . . Supply: Scored tablets — bottles of 
12 and 100. 
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Also available as... 

Pentids for Syrup... Orange-flavored, provides 
200,000 units Penicillin G Potassium per teaspoonful 
(5 cc.), 12 dose bottles... Pentids Capsules. ..each 
containing 200,000 units Penicillin G Potassium, bot- 
tles of 24 and 100... Pentids Soluble Tablets. ..each 
containing 200,000 units Penicillin G Potassium, vials 
of 12 and bottles of 100...Pentids —Suifas Tablets 
...each containing 200,000 units Penicillin G 
Potassium with triple sulfas, bottles of 30 and 100. 


SQUIBB 


Squibb Quality—the Priceless Ingredient 
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The “stay put” policy must be completely ac- 
cepted; not only will evacuation after an incident 
increase risk to the individual from fall-out, but 
it will hamper rescue; also, there may be no- 
where for the evacuee to go. A badly bombed 
but just habitable house is better than none at 
all. The population as a whole must learn some 
first aid, home nursing and self-help. Not only 
will medical services not be available to deal 
with the minor casualties, but those in a fall-out 
area will not be able to obtain help from outside 
for the first two days. Finally, everyone should 
know something of hygiene. With concentrated 
populations in “safe” areas, broken water and 
sewage systems, and reduced resistance, resulting 
perhaps from both malnutrition and radiation 
effects, the results of epidemics might be even 
worse than the immediate bomb burst. 


FRANCE 


Delirium tremens— 
New concepts of delirium 
tremens have been devel- 
oped by Dr. G. Boudin and 
co-workers as a result of a 
study of 106 patients with 
chronic alcoholism admit- 
ted to Paris hospitals. Their 
theories are concerned only 
with sudden attacks of the confusional, dream- 
like and hallucinatory types of delirium, with 
tremor and sleeplessness developing in a few 
days. These attacks are characterized by four 
basic symptoms: (1) the classic neurologic syn- 
drome with constant tremor; (2) nasal-sounding 
speech, with difficulty in articulation due to trem- 
or of the face and mouth and weakness of the 
upper lip: (3) loss of balance: and (4) motor 
incoordination characterized by adiadochoki- 
nesia and deep sensitivity. 

The knee jerk and reflex of the Achilles tendon 
are absent, although there is no polyneuritis. 
The pupils are markedly contracted. Crises of 
generalized epileptic seizures may develop, but 
without inflammatory changes in the brain and 
with normal-appearing eye fundi and results of 
cerebrospinal fluid tests within normal limits. 
Some cases result from a subdural blood clot. 
and even an autopsy will fail to disclose an or- 
ganic lesion. 

Although it might be assumed that drug in- 
tolerance could account for some of these signs, 


the authors showed that such manifestations de. 
pend on the disease. The drug paralyzing the 
neurons, phenylbutazone, intravenous procaine 
or the corticosteroids, could not possibly cause 
the symptoms, 

Accompanying the four classic symptoms is a 
biologic syndrome characterized by sodium re- 
tention with decreased urinary excretion and 
extracellular and intracellular dehydration, caus- 
ing a rapid loss in weight. The blood becomes 
concentrated, with an increase in protein and 
nitrogen content. Nitrogen catabolism is further 
enhanced by the self-consumption of the organ- 
ism, with marked excretion of phosphates, urea 
and ketone bodies in the urine. 

Although other authors have stressed the 
change in the potassium level, Boudin and co- 
workers stated that they note a decrease in blood 
potassium on the second day only, coincident 
with an increased urinary output. The potassium 
level returns to normal values during convales- 
cence. They believe this phenomenon is related 
to the nitrogen catabolism, which releases the 
cellular potassium as a secondary, not a primary. 
process. 

The kidneys do not fail to function, and liver 
function is in accordance with alcohol absorp- 
tion in the body; the presence of cirrhosis com- 
plicates the prognosis. The 48 hour delay in the 
occurrence of biologic signs after the appearance 
of the clinical signs indicates that they are se- 
quelae to the crisis, not the cause. These signs 
are somewhat similar to those of malignant in- 
fections or surgical shocks. The characteristic 
laboratory reports eliminate the possibility that 
delirium tremens could be mistakenly diagnosed 
as alcoholic disease of the brain with epileptic 
episodes or hepatic coma. 

The current treatment of the disease is based 
on an adequate protein-rich diet and use of drugs 
such as LARGACTIL® or Rauwolfia, which reduce 
the danger of disturbing the cellular metabolism 
of potassium. 

Medical insurance—Recently published fig- 
ures showed that approximately 12 million peo- 
ple in France are covered by social security; 
counting family members of the insured, the 
number comprises two-thirds of the population. 

Among the people receiving salaries are 800.- 
000 state officials and employees. In addition. 
there are 90,000 students and 380,000 disabled 
persons, half of whom are civilians and half 
military personnel. 


(Continued on page A-86) 
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is pal snt’s blood-pressure controlled 
the rst time without side effects 


member this particular patient. He typifies the thousands of patients 
volved in a clinical investigation which promises to bring about a 
jor change in rauwolfia therapy. The patient is being treated in a 
assachusetts hospital. His blood pressure without treatment ranged 
»to 220/138; now for the first time, it is being maintained near nor- 
l without side effects. This dramatic case history is part of the story 


a remarkable new antihypertensive agent Singos ern 


(syrosingopine CIBA) 


coming as soon as sufficient supplies are available... 


e 
e 
| 
j 
| 
| 
| 
| 
| 
. 
from CIBA, world lead fe 
> 
Wor. edder ih hypertension researcn., 


3 


Published accounts indicate that costs reached 
a total of 300 billion francs ($700 million) ; of 
this sum, 225 billion was for medical expenses, 
65 billion for sickness compensation, and 80 bil- 
lion for industrial accidents and for maternity 
and dental care. Medical and surgical expenses 
were 17,000 francs per insured person, varying 
widely with the province. Expenses were much 
higher in those provinces with the best medical 
facilities. In Paris the cost was 20,000 francs per 
insured person, in Marseilles, Strasbourg and 
Lyons 16,000 and in Orléans only 10,000. 

Hospitalization cost 98 billion francs, drugs 
65 billion; medical and surgical costs were 44 
billion, and treatment in the spas up to two bil- 
lion. Each physician received an average of 
about one million francs ($2500) from the so- 
cial security program, representing almost half 
the fees collected by the entire French medical 
profession. 


NETHERLANDS 


Dextromoramide— 
Several papers describing 
a new analgesic, dextro- 
moramide (palfium, R 
875), have appeared in 
Nederlandsch tijdschrift 
voor geneeskunde. In the 
official report of the com- 
mittee for examination of 
drugs, Dr. F. A. Nelemans 
stated that dextromoramide is a powerful anal- 
gesic which must be used with the same precau- 
tions as morphine. It may be dangerous in 
combination with other drugs, especially bar- 
biturates, and it is contraindicated in patients 
with low blood pressure or vasolability. The 
initial dose must not exceed 5 mg. and must be 
given while the patient is lying on his back. In- 
dications for use of dextromoramide are the 
same as for morphine, and it may be preferable 
to the latter, since it causes less respiratory de- 
pression and does not inhibit intestinal action. 
It can be given on a trial basis to patients unable 
to tolerate morphine. 

Dr. H. G. J. van Kempen used dextromoramide 
in patients with inoperable cancer, postopera- 
tively, and as an aid in inducing anesthesia. The 
accepted dose was 5 mg., given intramuscularly ; 
a dose of 10 mg. often caused side effects such 
as dizziness, nausea and tachycardia. In patients 
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who had pain caused by cancer, the drug pro. 
duced considerable relief of about four hours’ 
duration. The sensorium remained clear. and 
intestinal peristalsis was not inhibited. Dextro. 
moramide was very effective when given post- 
operatively as soon as the patient awakened. 
When used as an aid to anesthesia. this drug 
must be administered with great care, since it 
has a marked potentializing effect on barbitu- 
rates; the antidote nalorphine hydrochloride 
should be kept at hand ready for use. 

Dr. G. den Otter found that 351 of 353 pa- 
tients responded well to the oral or intramuscular 
administration of dextromoramide during the 
postoperative period. The drug effectively re- 
lieved the remaining pain in 22 patients with 
superficial inflammation treated first with anti- 
biotics and such therapy as drainage. It also 
proved effective in 23 of 30 patients with biliary 
or urinary colic. In these conditions, it seemed 
advisable to give an antispasmodic initially, fol- 
lowed by dextromoramide if necessary. Although 
dextromoramide produced a significant analgesic 
effect in patients with chronic carcinoma, the 
dosage had to be increased continually as a 
result of habituation; in the advanced stages a 
drug with more effect on the sensorium is pref- 
erable. In patients with acute surgical condi- 
tions within the abdomen, shock caused by pain 
was effectively relieved. In 11 patients with sud- 
den arterial occlusion, dextromoramide was effec- 
tive only when the embolus was small. It was 
ineffective in 78 patients who had slight or seri- 
ous fractures or contusions; moving or reposi- 
tioning the fracture did not help the pain. The 
drug seemed to be somewhat effective in patients 
with fractures of the ribs. 

The principal side effects were intoxication, 
nausea and vomiting, which occurred in 7.4 per 
cent of the patients after oral administration and 
in 5.7 per cent after intramuscular administra- 
tion. In the two epileptic patients in the series. 
the drug depressed respiration and caused a fall 
in blood pressure, which was not relieved by 
nalorphine hydrochloride. One patient with no 
anamnestic cerebral disease died 10 hours after 
operation, probably as a result of receiving 
dextromoramide. 

Dr. K. D. Bezem described a patient formerly 
addicted to both alcohol and morphine who, 
many years later, was treated with dextromora- 
mide for chronic abdominal pains. He soon be- 
came addicted to it, required 15 to 20 ampules 
a day, and had obvious symptoms of abstinence. 
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Cardiac Asthma 


OSCAR SWINEFORD, JR.* 


University of Virginia School of Medicine, Charlottesville 


Carpiac asthma is 
thought to occur in 
about 8 per cent of 
cases of organic heart 
disease.’ In spite of this 
high incidence, there 
have been few serious 
students of this intri- 
guing syndrome. Most 
of these students have 
been cardiologists who 
have limited their high- 
ly productive efforts to 
studies of the circulatory aspects of typical 
cases prior to 1940. There have been surpris- 
ingly few references to cardiac asthma since 
then.” The results of recent studies of the 
mechanisms of pulmonary edema have been 
applied by inference but not specifically to 
cardiac asthma.’ The relatively meager contri- 
butions by allergists are supplementary to and 
do not conflict with those of the cardiologists. 
They are thought to broaden the practical con- 
cepts of cardiac asthma. 

The purpose of this report is to develop the 
thesis that the management of cardiac asthma 
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requires, in most instances, the disciplines of 
the cardiologist and the allergist. To do this. 
current concepts of cardiac asthma will be pre- 
sented from the points of view of the cardiolo- 
gist and the allergist, and the problems of diag- 
nosis and management will be outlined. 


The Cardiologist’s Point of View 


McGinn and White* provided the following 
vivid description: “Cardiac asthma is a name 
applied to a kind of dyspnea peculiar to or- 
ganic cardiac disease. For this particular con- 
dition it is distinctive and is preferable to such 
other terms as pulmonary edema or parox- 
ysmal dyspnea, for it is truly asthmatic in na- 
ture and it is fundamentally of cardiac origin. 
Cardiac asthma is paroxysmal, coming on usu- 
ally in sleep but at times following exertion. 
An attack quickly rises to a peak, is accom- 
panied by both inspiratory and expiratory dif- 
ficulty, and frequently by a terrifying sense of 
suffocation which causes the patient to sit up . 
or to stand erect and even to go to the window 
for air. The attacks last from a few minutes 
to a few hours, averaging about an hour, and 
leave the patient in an exhausted condition for 
hours or days.” 

During an attack, the physician may make 
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several or all of the following additional ob- 
servations: auscultatory signs of asthma, chest 
held in inspiratory position, respiration large- 
ly diaphragmatic, inspiratory retraction of the 
intercostal muscles, accentuation of the pul- 
monic second sound, elevation of the blood 
pressure, tachycardia, fetal or gallop rhythm, 
pulsus alternans, ashen cyanosis, cold sweat, 
reduced and prolonged vital capacity, pro- 
longed lung-to-tongue circulation time, an in- 
crease in the hilar shadows, and that the pa- 
tient fears that he is going to die.""*.°* 

The well-equipped investigator may find 
that the volume of blood in the lungs is in- 
creased, that the oxygen saturation of the ar- 
terial blood is normal or occasionally as low 
as 40 to 60 per cent, that there is an increase 
in the flow of blood into the right ventricle 
and in the work done by this chamber, that 
there is a decrease in intrapleural pressure, 
normal cardiac output and velocity of pulmo- 
nary blood flow, that there is an increase in 
the pressure in the pulmonary artery and capil- 
laries, that the pulmonary artery-capillary pres- 
sure gradient is normal, that the pulmonary 
arteriolar resistance is variable, that the intra- 
thoracic pressure is increased occasionally, 
and that the maximal breathing capacity is 
decreased.” 

Cardiac asthma is precipitated by acute 
failure of the left ventricle. It is a common fea- 
ture of syphilitic and hypertensive cardiovas- 
cular disease, aortic valvular disease, coronary 
insufficiency and myocardial infarction. It oc- 
curs, but is infrequent, in cases of mitral steno- 
sis, thyrotoxicosis and other conditions which 
lead to failure of the left ventricle. Chronic 
pulmonary diseases, particularly chronic bron- 
chitis, emphysema, bronchiectasis, tuberculo- 
sis and carcinoma, have been said to predis- 
pose to cardiac asthma,”® but on very little 
evidence. 

The mechanism by which paroxysmal car- 
diac dyspnea is generated, with or without 
asthma, can be described as follows:°* When 
the predisposed person falls asleep, the respira- 
tory reflexes become less sensitive, ventilation 
is adequate, and there is functional balance 
between the right and left ventricles. The se- 
quence of events leading to an attack of car- 
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diac asthma begins soon thereafter (figure 1),7 
This sequence should be thought of as pro. 
gressing through three stages, namely, the 
events which precipitate, those which main. 
tain, and those which relieve the attack. 

Factors which tend to precipitate an attack 
are thought to have in common the ability to 
change the cardiopulmonary status from that 
of the depression of sleep to the reflex hyper- 
excitability of the awakening.’‘ This, in turn, 
is thought to lead to increased ventilation, pul- 
monary congestion, reduced vital and maxi- 
mal breathing capacities, and a temporary im- 
balance between the right and left ventricles, 
The things to which this sequence of events 
have been attributed are: the supine position, 
resorption of edema fluid, increase of venous 
pressure, a decrease in the concentration of 
the serum protein, a decrease in vital capacity 
during the early morning hours, an accumula- 
tion of bronchial mucus, deep breathing, 
cough, nightmares, abdominal distention, con- 
stipation, a full bladder, hunger, excessive 
warmth, arrhythmia, outside noises, Cheyne- 
Stokes respiration, trepopnea, nausea and vom- 
iting, decreased coronary flow during sleep in 
cases of hypertension, muscular effort of an 
attack of noncardiac asthma,’ and compres- 
sion of the pulmonary veins by the enlarged 
left ventricle.* 

Factors which tend to maintain an attack 
are said to be the persistence of those which 
precipitated it and the added metabolic de- 
mands of the cough and strenuous respiratory 
efforts of the attack.°* The vicious circle of 
cough— increased ventilatory effort, pulmo- 
nary congestion and cough—leads to pul- 
monary edema or to acute coronary insuft- 
ciency and death unless it is broken. 

Factors which tend to relieve an attack 
have been reported to be expectoration of 
mucus, emptying of the bladder, passage of 
gas, throwing off the bed clothes, and assump- 
tion of the upright position.°* If these fac- 
tors do not produce relief promptly, the physi- 
cian can relieve the attack by depressing the 
respiratory reflexes and cough, by decreasing 
the return of venous blood from the periphery, 
by decreasing peripheral vascular resistance, 
by reducing bronchospasm and anoxemia, by 
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Overwork (en) disease of the left ventricle 


Dilatation of left ventricle 


Rise in pressure in left auricle 


Congestion of lungs 


Reflex respiratory Decrease in vital 
stimulation capacity 


Diminished respiratory 


reserve-——> Dyspnea 


FiguRE 1. The mechanism of cardiac asthma. 


THE MECHANISM OF CARDIAC ASTHMA 


Stimuli during sleep (cough, dreams, warmth, etc.) 


Awakening 


Sudden increase in sensitivity 
of nervous system 


Further respiratory 
stimulation 


Increased ventilation 


Increased degree of pulmonary 
congestion 


(Harrison, T. R.: Failure of the Circulation. Ed. 2. Baltimore, The Williams & Wilkins Company, 1939.) 


increasing the flow of blood in the coronary 
vessels, and, finally, by improving myocardial 
efficiency.” 

Fortunately, most attacks can be relieved 
by the administration of morphine alone or 
supplemented by the application of tourni- 
quets to the four extremities (bloodless phle- 
botomy). The efficiency of drugs and other 
measures used for the relief of asthma de- 
pends on their ability to increase the coronary 
circulation, to decrease the volume of circu- 
lating blood, peripheral vascular resistance, 
hyperventilation and bronchospasm, and to 
restore the normal function of the left ven- 
tricle of the heart.” 

Subcutaneous administration of 16 mg. of 
morphine usually is recommended for prompt 
relief of an acute attack if it is known to be 
due to acute failure of the left ventricle. Its 
good effects are thought to be due to suppres- 
sion of cough, dulling of the hyperexcitable 
pulmonary reflexes, increased vital capacity, 
and also to decreased hyperventilation, muscle 
movements, venous return, metabolic oxygen 
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need, cardiac output and blood pressure. Ex- 
cessive administration of morphine may cause 
pulmonary edema by decreasing respiratory 
effort and by increasing pressure in the alveo- 
lar capillaries. Morphine has no diagnostic 
value since it also relieves other forms of 
asthma. Since many deaths have been attrib- 
uted to it, morphine is rarely used in cases of 
noncardiac asthma. 

Administration of small doses of a 1:1000 
solution of epinephrine is effective in the treat- 
ment of cardiac and noncardiac asthma. The 
sympathetic nerves are thought to be coronary 
dilators.’ Administration of small doses of 
epinephrine relaxes the bronchioles and ar- 
terioles, increases the flow of blood in the 
coronary vessels, and increases the functional 
capacity of the left ventricle.* The subcuta- 
neous administration of 0.2 cc. of a 1:1000— 
solution of epinephrine usually relieves the 
attack, produces a prompt fall in the blood 
pressure and slows the pulse.’**'* I have not 
been able to find any documented report of 
untoward effects caused by the administration 
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of small doses of epinephrine in cases of car- 
diac asthma. Objections to the use of epi- 
nephrine probably stem from the effects of large 
doses (more than 0.5 cc. of a 1:1000 solution) 
on angina’ and on the blood pressure, pulse, 
myocardium and cardiac output. 

There are no established criteria for the 
proper choice between morphine and epi- 
nephrine in all cases of asthma. A satisfactory 
rule of thumb is to use morphine if the attack 
is known to be due to acute failure of the left 
ventricle and to use 0.2 cc. of a 1:1000 solu- 
tion of epinephrine in all other instances. In 
practice, prompt relief of the attack, with at- 
tendant reduction in blood pressure, tachy- 
cardia and the effort of breathing, has seemed 
to outweigh the possible, but highly improb- 
able, ill effects of small doses of epinephrine. 

Intravenous administration of 0.25 to 0.5 
gm. of aminophylline usually produces prompt 
relief of cardiac and noncardiac asthma. Its 
value in treatment of noncardiac asthma is 
well established. Since several patients have 
died during or immediately after intravenous 
administration of this drug, it is necessary to 
re-evaluate its proper place in treatment of 
cardiac asthma. It should be administered 
very slowly, and its administration should be 
discontinued immediately if any additional 
distress becomes evident. The relief produced 
by this drug is attributed to an increase in the 
coronary circulation and the efficiency of the 
left ventricle and to a decrease in the broncho- 
spasm and the venous pressure.” 

Nitroglycerin may produce prompt relief 
of cardiac asthma by increasing coronary flow 
and decreasing peripheral resistance with re- 
sulting increase in the functional capacity of 
the left ventricle.''*\° The diagnostic signifi- 
cance of the effectiveness of nitroglycerin is 
doubtful since relief produced by the smoke 
of asthma powders and cigarettes in cases of 
noncardiac asthma is attributed, in part, to 
its nitrite content. 

Digitalis is seldom used in the treatment of 
acute attacks because of its delayed effect. In 
severe, prolonged attacks, intravenous digi- 
talization may be lifesaving, but may intensify 
the heart-failure through its occasional pres- 
sor effect.* It may restore normal pressure re- 
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lations in the pulmonary circuit even when 
the peripheral circulation is normal.*:® In gen. 
eral, however, its chief use is to interrupt a 
series of attacks. Unequivocal relief produced 
by digitalization is diagnostic of cardiac 
asthma since digitalis has no effect on other 
forms of asthma. 

Diuretics may be used instead of, or to sup- 
plement, digitalis. Interruption of a series 
of attacks coincident with diuresis and ap. 
preciable weight loss also may be diagnostic 
of cardiac asthma. 

Administration of oxygen under positive 
pressure is recommended in the treatment of 
persistent severe attacks because it tends to 
prevent pulmonary edema by opposing the in- 
creased intracapillary pressure, by decreasing 
the amount of blood entering the right atrium, 
and by increasing oxygen saturation of the 
arterial blood. If the use of oxygen alone re- 
lieves the attack promptly, it has diagnostic 
significance since oxygen does not break up 
attacks of noncardiac asthma. 

Bloodless phlebotomy is an effective proce- 
dure which rivals the effectiveness of mor- 
phine in the treatment of cardiac asthma.** 
This procedure consists of the application of 
a blood pressure cuff to each of the four ex- 
tremities. The cuffs are inflated until the pres- 
sure is just above the level of the diastolic 
pressure. Since this does not relieve noncar- 
diac asthma, it is a useful diagnostic proce- 
dure. It reduces the return of venous blood to 
the heart and allows the left ventricle to re- 
store normal relations in the pulmonary circuit. 

Rapid removal of 300 to 500 cc. of blood 
by venesection accomplishes the same thing 
as bloodless phlebotomy. In addition, it de- 
creases the viscosity of the blood in cases of 
polycythemia. Obviously, it should not be used 
if anemia is present. 

Antibiotics are not effective in the treat- 
ment of an acute attack of cardiac asthma or 
infectious asthma, but they are of great value 
in interrupting a series of attacks of status 
asthmaticus precipitated by infection. 

Atropine, application of pressure to the 
carotid sinus, blocking the vagus nerves with 
procaine hydrochloride, the use of general an- 
esthesia,* and administration of alcohol have 
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little | commend them for routine use, al- 
thoug! they occasionally may interrupt an 
acute ‘tack. 

Eff: -tive prophylaxis against subsequent at- 
tacks .sually is obtained by digitalization and 
by resiriction of the ingestion of salt. Supple- 
mentary sedation at bedtime, elevation of the 
patient's head in bed, administration of diu- 
retics and coronary dilators, reduction of 
weigh. restriction of activities and correction 
of anemia may be necessary for maximal re- 
sults. In addition, venesection may be indi- 
cated if the patient is plethoric. 

The prognosis is poor. In a series of cases 
studied by Palmer and White’ and by McGinn 
and White,* 62 per cent of the patients died 
within two years after the initial attack. Only 
8 per cent of the patients lived for more than 
five years. The following conditions affect the 
prognosis adversely: syphilitic heart disease, 
coronary thrombosis, angina pectoris, more 
than a single attack occurring per day, pro- 
longed and severe attacks, associated conges- 
tive heart-failure, gallop rhythm, pulsus alter- 
nans, poor heart sounds, and intraventricular 
or atrioventricular heart block.’ Prognosis is 
less grave in arteriosclerotic hypertensive car- 
diovascular disease. Auricular fibrillation, in- 
verted T waves and low-voltage electrocar- 
diographic complexes do not seem to affect 
the prognosis. 


The Allergist’s Point of View 


The discussion so far has been equally ap- 
plicable to paroxysmal cardiac dyspnea and 
to cardiac asthma. Harrison’ pointed out that 
it has not been adequately explained why 
wheezing occurs in some cases of paroxysmal 
cardiac dyspnea but not in others. Allergists, 
to whom wheezing is a major concern, have 
paid little attention to cardiac asthma. Harka- 
vy.'' in 1924, reported four cases in which 
relief was not obtained until allergenic influ- 
ences were removed. Rackemann’* observed 
rather pointedly that “if cardiac asthma were 
commonly dependent upon simple heart failure 
with pulmonary stasis, one would suppose that 
at least a large portion of patients with heart 
disease would show asthma, but they do not.” 
Evidence was offered later to support the the- 
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sis that wheezing with paroxysmal nocturnal 
dyspnea usually means that asthma or hay 
fever has been present prior to the advent of 
heart-failure."* 

The role of the allergist has been re-empha- 
sized recently in a review of 26 cases of car- 
diac asthma.” Several clinical observations 
were made which are thought to have practi- 
cal value. For example, asthma and heart dis- 
ease may run their courses independently, 
neither seeming to influence the severity of 
the other. Typical cardiac asthma and typical 
nonasthmatic paroxysmal cardiac dyspnea can 
occur at different times in the same patient. 
An attack of asthma due to other causes may 
occur in a case of cardiac disease in which 
there is no evidence of heart-failure, and heart- 
failure may occur in a case of asthma in which 
there is no intensification of pre-existing 
asthma. Mild attacks of cardiac asthma may 
precede a series of severe attacks. A series of 
mild nightly attacks of cardiac asthma is not 
infrequent. Cardiac asthma may be relieved 
temporarily by noncardiac management, in- 
cluding the use of conventional symptomatic 
remedies for asthma. Patients with severe heart 
disease may often avoid attacks by avoiding 
known allergenic influences. Prompt recogni- 
tion of the allergic or infectious component 
may provide early protection of the heart from 
the strain of repeated attacks. 

The role of infection in cardiac asthma may 
be quite complex. Respiratory infection in a 
case of cardiac disease may precipitate heart- 
failure directly or indirectly by producing in- 
fectious asthma, the work load of which can 
cause acute left ventricular failure. Other in- 
fections may precipitate heart-failure directly. 
During an attack, the relative importance of 
infection and failure of the left ventricle may 
be impossible to evaluate. Quite frequently, 
asthma will not be relieved adequately until 
allergy, infection and heart-failure have been 
controlled. Occasionally, heart-failure will not. 
be controlled until allergic and infectious loads 
are removed. 

In only 6 of the 26 cases of cardiac asthma 
studied with the disciplines of the allergist 
and the cardiologist” were the patients relieved 
adequately by cardiac therapy alone. The other 
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DIFFERENTIAL DiAGNOsIs OF ASTHMA: THE CLINICAL HIsTORY 


TABLE 1 


DIFFERENTIAL CRITERIA* ALLERGIC ASTHMA INFECTIOUS ASTHMA CARDIAC ASTHMA 
Season Pollen or perennial Cold Any 
Cough: 
Time in attack Late Early Variable 
Severity Mild Severe Variable 
Residual None Usual None 
Discharges: 
Nasal Mucoid Purulent None 
Bronchial Mucoid Purulent None or frothy 
Hay fever Common Not present Not present 
Fever None Common None 
Antibiotics No effect Effective No effect 
Heart disease Not present Not present Known to be present 
Fear of death Rare Rare Common 
Seeks air | Rare Rare Common 
Status asthmaticus | Occasional Common Rare 


*There are occasional exceptions. Evidence of allergy, infection and cardiac asthma often occurs simultaneously. 


patients required cardiac plus allergy and in- 
fection therapy for maximal relief. Eighteen 
had had asthma due to other causes. Twenty- 
five, all but one, had other manifestations of 
an allergic background. Fifteen had evidence 
of respiratory infection. All had some evidence 
of heart-failure, usually from arteriosclerotic 
heart disease, with or without hypertension. 


Diagnosis 


There are at least nine causes of asthma,"* 
namely, allergy, infection, nonspecific irritants, 
nasobronchial and broncho-bronchial reflexes, 
chronic pulmonary disease, thermal and hu- 
midity changes, psychogenic conditions, bron- 
chial obstruction and cardiac disease. Each of 
these causes puts its diagnostic stamp on the 
dyspneic wheezer. 

In most cases of chronic asthma, multiple 
causes can be recognized readily. Cardiac 
asthma is no exception. In other words, the 
diagnosis of cardiac asthma should be ap- 
proached with the idea that other causes of 
asthma will be found in addition to parox- 
ysmal failure of the left ventricle. 

Typical cardiac asthma should offer no 
diagnostic challenge. Unfortunately, cardiac 
asthma may be quite atypical.**** It is in 
cases of this type of asthma that the disciplines 
of the allergist, the chest physician and the 
cardiologist are needed. 


582 


During an attack, the presence of cardiac 
asthma should be suspected if the patient is 
more than 40 years old, is sweating profusely, 
seeks fresh air, has an abnormal left ventricu- 
lar or auricular load, or has a sudden fear of 
death. The diagnosis can be confirmed: (1) 
if the attack is relieved promptly by bloodless 
phlebotomy, venesection or administration of 
oxygen under positive pressure; (2) if acute 
pulmonary edema develops; (3) if the cir- 
culation time is markedly prolonged; (4) if 
the presence of unequivocal transient pulmo- 
nary congestion can be demonstrated. It is 
often necessary to observe a series of attacks 
to interpret these observations accurately. 

The examination after an attack often pro- 
vides useful information. The presence of car- 
diac asthma is strongly suggested by a marked 
fall in blood pressure and pulse rate, disap- 
pearance of moist basal rales, roentgenologic 
signs of pulmonary congestion with diuresis, 
and marked slowing of the prolonged circula- 
tion time. Between attacks, the diagnosis can- 
not be made with certainty. Cardiac asthma, 
at this stage, is most often confused with par- 
oxysmal cardiac dyspnea in which there is 
dyspnea but no asthma. 

In actual practice, the suspicion of the car- 
diac factor in asthma is seldom confirmed until 
a series of nightly attacks is terminated or 
markedly ameliorated by digitalization or 
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TABLE 2 
DIFFERENTIAL D1aGNosis OF ASTHMA: PHYSICAL EXAMINATION 


~— DIFFE ENTIAL CRITERIA ALLERGIC ASTHMA INFECTIOUS ASTHMA CARDIAC ASTHMA 
Color Normal* Normal* Ashen 
Nasal micosa Pale Red Normal 
Nasal -retions Mucoid Purulent None 
Uvula Pale Red Normal 
Lateral wall of pharynx Pale Red Normal 
Sinuse- Normal Hazy or opaque Normal 
Chest Asthma Asthma Asthma 
Rales Mucous Crepitant Moist basal 
Heart size Normal Normal Enlarged? 
Blood pressure Normal Normal High? 
Arrhythmia None None Frequent 
Pulse rate Normal Normal Increased 
Pulmonic second sound Normal Normal Accentuated 
Cold sweat Rare Rare Common 
Circulation time Normal Normal Prolonged 


ac 
is asthma will continue to have asthma of some _ asthma due to any cause may begin after the 
ly, degree until allergy, infection or other causes age of 40 years, may be predominantly noc- 
u- of asthma have been recognized and treated.” _—turnal, may cause both inspiratory and ex- 
of The role of heart disease may not be obvi- piratory dyspnea, may be accompanied by 
1) ous. It may not be recognized until a diagnos- = sweating and cough, and may be relieved by 
Ss tic trial of treatment for heart-failure provides — morphine. 
of striking relief. Paroxysmal cardiac dyspnea The proper diagnostic approach is to obtain 
te may be the first sign of coronary insufficiency'” _all available information indicative of heart 
r- or the stigmata of heart disease may be so disease, heart-failure, respiratory allergy, in- 
if slight as to seem to preclude acute failure of — fection?’ '*"*"" and other causes of asthma. 
0- the left ventricle.” Many of the diagnostic criteria of allergy, in- 
is Since cardiac asthma is due to failure of fection and acute failure of the left ventricle 
cs the left ventricle, signs of failure of the right (tables 1-4) will be found in most cases of 
ventricle, such as peripheral edema, large ten- _— cardiac asthma if looked for. 
)- der liver and distended veins, may be lacking. It should not be difficult to distinguish em- 
r- When the right ventricle fails, cardiac asthma —_ physema associated with wheezing from par- 
d may be relieved temporarily. By the same oxysmal cardiac dyspnea associated with 
)- token, acute failure of the left ventricle may — wheezing, especially in the periods between 
c recur after the right ventricle fails. This super- _ attacks. In a typical case of emphysema, the 
, imposes the syndrome of cardiac asthma on __ onset is gradual, the thoracic cage is deformed, 
7 that of conventional congestive failure. the diaphragm is flattened, tachycardia is 
. Differential diagnosis presents several prob- _— minimal, the patient is not conscious of his 
: lems. During the attacks, simple orthopnea, heart, breath sounds are soft, basal rales are 
. evening dyspnea, waking dyspnea (Cheyne- not present, wheezing and dyspnea are precipi- 
5 Stokes), paroxysmal cardiac dyspnea and pul- __ tated by slight exertion, the vital capacity test 
monary edema are distinguished by the ab- __ reveals that expiration is prolonged, and the 
. sence of asthma. Between attacks, it may be __ patient obtains relief by lying down. Lab- 
| impossible to make any distinction. oratory procedures reveal reduced maximal 
; The differential criteria usually mentioned —_ breathing capacity, increased ratio of residual 
- do not distinguish the cardiac form from __ volume to total capacity, poor mixing of pul- 


*Cyanotic when severe. 
+May be normal in arteriosclerotic heart disease. 


diuresis. A majority of patients with cardiac 
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asthma due to other causes. For example, 
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TABLE 3 
DIFFERENTIAL DiacGNnosis OF ASTHMA: RESPONSE TO THERAPY 
THERAPY | ALLERGIC ASTHMA | INFECTIOUS ASTHMA | CARDIAC ASTHMA 
Antimicrobic None Good | None 
Epinephrine Excellent Fair Good 
Aminophylline | Excellent Fair Good 
Morphine | Good Good Excellent 
Digitalis None | None | Excellent 
Tourniquets None | None Excellent 
Venesection None | None Excellent 
Oxygen under positive pressure None | None Good 
Nitrites Fair | Fair Good 


TABLE 4 


DIFFERENTIAL DiaGNosis oF ASTHMA: LaBoraTOoRY TESTS 


LABORATORY TESTS 


ALLERGIC ASTHMA 


INFECTIOUS ASTHMA CARDIAC ASTHMA 


Roentgenologic examination of sinuses | Not helpful 


Leukocyte count Normal 
Eosinophil count Normal 
Skin tests: 

Foods and inhalants Positive 


Bacterial antigens 


Not helpful 


Helpful Normal 
Increased* Normal 
More than 5% Normal 


Not helpful 


Not helpful 
Not helpful 


Not helpful 


*Frequently. 


monary gases, and lessened negative intra- 
thoracic pressure. Emphysema associated with 


wheezing usually is complicated by allergy or 
infection, or by both. 


Treatment 


The treatment of cardiac asthma is rather 
routine after the role of paroxysmal failure of 
the left ventricle has been recognized and the 
other noncardiac causes of asthma have been 
evaluated. Attacks of asthma and the under- 
lying heart-failure are controlled by the meas- 
ures described. Treatment of allergy consists 
of the avoidance of offending foods and in- 
halants and the injection of extracts of aller- 
gens which cannot be avoided. Infection should 
be treated promptly and persistently, until 
cured, by specific drugs and other appropriate 


therapy. The paranasal sinuses should receive 
particular attention. 


Comment 


Important problems remain in spite of good 
and, at times, dramatic results of treatment of 
cardiac asthma. For example, no real effort 
has been made to find a common factor in the 
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several types of heart disease in which parox- 
ysmal cardiac dyspnea occurs. The absence of 
this factor might explain why paroxysmal car- 
diac dyspnea occurs in relatively few patients 
with hypertension, coronary thrombosis, or 
other left ventricular loads. 

What are the differences between parox- 
ysmal cardiac dyspnea and pulmonary edema? 
How does infection lead to cardiac asthma? 
Why does a patient have asthma in one at- 
tack and not in the next? Do the supposed 
factors really precipitate, maintain and re- 
lieve the attacks? What are the differences in 
the sputum, ciliary action, mucosal morpholo- 
gy and function between cardiac dyspnea and 
cardiac asthma? 

Comprehensive management of allergy, in- 
fection and heart disease usually provides bet- 
ter clinical results than cardiac therapy alone.” 
Is there a comparable improvement in prog- 
nosis? Is the prognosis better in paroxysmal 
cardiac dyspnea than in cardiac asthma? 

Cardiac asthma is less common since peni- 
cillin has effectively lowered the incidence of 
cardiovascular syphilis. Will the incidence and 
prognosis of cardiac asthma be reduced fur- 
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ther b\ antiarteriosclerosis and antihyperten- 
sive n asures, the widespread substitution of 
foam .ubber and other synthetics for feathers 
and ci :de cotton in beds and upholstery, and 
the ea: lier effective control of infection and 
allerg, 

Carjiac asthma is a difficult problem to 
study. Attacks usually occur at night, at home, 
at unpredictable times, and tend to subside 
spontaneously within an hour or so. The ef- 
fects of measures used for relief are, there- 
fore, easily misinterpreted. 

The newer methods for studying the cir- 
culation and pulmonary function should be 
applied to paroxysmal cardiac dyspnea with 
and without wheezing. These new physiologic 
and pharmacologic studies and an evaluation 
of the roles of allergy and infection cannot be 
made unless trained observers and the neces- 
sary equipment are available for immediate 
action whenever the opportunity arises. This 
seems feasible only in the emergency rooms 
and wards of large metropolitan hospitals. 
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Discography: Its 


Comparative Value 


THOMAS B. SUMMERS* 


State University of lowa, lowa City 


Mianacement of the 
patient presenting 
symptoms and signs of 
nerve root compression 
in the lower lumbar re- 
gion may be uncompli- 
cated and seemingly 
without incident. In 
the course of examina- 
tion clinical diagnostic 
tests are invaluable in THOMAS B. SUMMERS 
localization. Compres- 

sion of the S1 nerve root is characterized pri- 
marily by impairment or loss of the Achilles 
tendon reflex, whereas L5 nerve root dysfunc- 
tion leads to weakness of the toe extensor mus- 
cle groups and, in severe cases, to weakness of 
the dorsiflexors and evertors of the ankle. 
Stahl' found that clinical examination pro- 
vided correct localization in 80 per cent of 
cases where one neurologic sign predominated. 
Myelography provided correct localization in 
60 per cent of cases. Operation disclosed that 
80 per cent of 129 patients showing only im- 
pairment of the Achilles tendon reflex had 
lumbosacral disk herniations. In patients ex- 
hibiting paresis of the great toe extensor as 
the cardinal neurologic sign, 83 per cent were 
found to have herniation of the fourth lumbar 


*Department of Neurology, University Hospitals, State University of 
Iowa, Iowa City, Iowa. 
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disk. These figures, however, are higher than 
those reported by other investigators.” * 
Many authorities rely entirely on clinical 
evaluation and indicate that further diagnos- 
tic study is usually unnecessary. The reliabil- 
ity of myelography in localizing herniated in- 
tervertebral disks in the lumbar region has 
been evaluated by many others.** Using Pan- 
TOPAQUE® as the contrast medium, Munro* 
found correct localization in 53 per cent of 
cases, and despite this seemingly low figure, 
he believed that the information provided was 
worthwhile. Cloward and Buzaid’ have stated 
that the patient who has severe radicular pain 
and signs of nerve root compression should be 
evaluated first with myelography. They pre- 
fer discography in those situations in which 
back pain is the predominant or sole feature. 
My experiente with compressing nerve root 
syndromes in the lumbar region is not unlike 
that of others. Myelography is used whenever 
it is deemed necessary, but certainly not in all 
cases. When there is a definite filling defect, 
the value of the procedure is appreciated. This 
is particularly true in those patients found to 
have meningiomas, neurofibromas or other 
neoplastic processes within the spinal canal. 
On occasion, it may be impossible to differ- 
entiate such lesions clinically from herniated 
intervertebral disks. Therein lies one of the 
uncontested virtues of myelography—the re- 
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liabili:y of the procedure in demonstrating in- 
traspinal tumors. Cases are encountered, how- 
ever, here the physical findings are equivocal 
or, at the most, minimal, and myelography is 
not iniormative. When confronted with these 
probl: ms, the physician who is anxious to de- 
creas: long-term hospitalization may achieve 
gratifying results from the use of discography 
as a diagnostic aid. 

It should be noted at this point that I have 
not deliberately attempted to accumulate a 
large series of cases to demonstrate the effec- 
tiveness of discography. In general, discogra- 
phy is utilized in an effort to solve problems 
which cannot be resolved easily by the neuro- 
logic examination and myelography. Intro- 
duced by Lindblom” in 1948, the procedure 
is not without its disadvantages. It has, how- 
ever, proved advantageous, particularly in the 
demonstration of multiple lesions. With this 
primary purpose in mind, an effort has been 
made to analyze and correlate the accuracy of 
the procedure with myelography and the find- 
ings at operation. Wolkin, Sachs and Hoke" 
have already furnished a similar analysis in 
27 cases; they felt that discography was far 
superior to myelography. 


Procedure 


Discography as I use it follows very closely 
the technic of Cloward, which has been de- 
scribed in detail in his publications.’ ’* The 
patient fasts for six to eight hours; after light 
sedation, he is then transferred to the radi- 
ology department, where the procedure is per- 
formed. He is placed on the x-ray table in the 
left lateral reclining position with the lower 
extremities flexed on the abdomen. A small 
pad is usually placed beneath the dependent 
flank to insure horizontal alignment of the ver- 
tebral column. The selected interspace sites 
are prepared with antiseptic solution and in- 
filtrated with 2 per cent procaine in the same 
fashion as in preparing for a lumbar punc- 
ture. One or more 1.5 in. 18 gauge needles are 
then inserted to maximum depth in the mid- 
line. A lateral roentgenogram is obtained to 
determine the position of these guide needles. 
If proper alignment with respect to the inter- 
spaces has been accomplished, the disk needles. 
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4 in. 22 gauge Quincke spinal needles, are in- 
serted into the guide needles, passing through 
the spinal canal and into the nucleus pulposus 
(figure 1). Slight resistance is encountered 
when the needle traverses the posterior longi- 
tudinal ligament and annulus fibers. The pa- 
tient experiences little or no discomfort dur- 
ing this phase of the procedure. The position 
of the disk needles is determined radiographi- 
cally by a lateral film (figures 2 and 3). 

When correct placement of these needles has 
been accomplished, 35 per cent DIODRAST® or 
a similar absorbable contrast medium is then 
injected into the disks. (Currently, I prefer 
50 per cent HYPAQUE® as the contrast medium 
of choice.) Ordinarily a normal disk will re- 
ceive no more than 0.5 to 1 cc. of solution, 
and even then this amount must be injected 
with considerable force. (On rare occasions 
1.5 to 2 cc. may be injected into a normal 
disk.) The patient usually experiences only 
minor discomfort while the contrast medium 
is being injected into a normal disk. In the 
presence of an abnormal disk, a larger amount 
(3 to 5 cc.) of contrast medium may be in- 
jected with comparative ease. If back pain 
and radicular pain have been outstanding fea- 
tures, the injection will reproduce this pain 
and, invariably, to an intense degree. Usually 
this agonizing discomfort subsides in three to 
five minutes, but it may last for much longer 
periods. Following injection, a lateral roent- 
genogram is obtained; all needles are now re- 
moved, the patient is turned on his back, and 
anteroposterior views are obtained (figure 4). 
On occasion, lateral views in the standing posi- 
tion have proved helpful. 

Absorption of the contrast medium begins 
after 15 minutes. The radiographic shadow is 
quite blurred and indistinct after three hours, 
and all traces disappear within 24 hours after 
the injection (figure 5). 


Case Reports 


To the present, discography has been car- 
ried out in 21 patients; of these, 13 were 
selected for study, since the others had under- 
gone laminectomy prior to their admission. 
This group was made up of five women and 
eight men; the age range was from 21 to 55 
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FIGURE 1. Insertion of disk needles 
4 through guide needles. A lateral roent- 

genogram will determine their exact 
position. 


FIGURE 2. Lateral x-ray showing the disk needles 
in position. Ideally, the tip of the needle should 
be in the center of the nucleus pulposus, that 
point at the junction of the posterior two-fifths » 
and anterior three-fifths of the interspace and 
equidistant between opposing vertebral margins. 


FIGURE 3. Diagram showing the 
q guide and disk needles in proper 
position. 


FicuRE 4. The anteroposterior view is being obtained. 
Grasping the knees, the patient maintains the thighs 
in a position of flexion and abduction. To permit bet- 
ter visualization of the lumbosacral interspace, the 
tube is inclined cephalad 10 to 15 degrees. 


> 


Detailed anatomy of disk ; R 
needle position 
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FIGURE 5 (case 1). Progressive films showing the disappearance of the contrast medium. (Films taken 24 hours after 


injection showed no Diodrast present.) Note the U-shaped configuration of the lumbosacral disk, which is normal. 
There is residual Pantopaque in the spinal canal from a previous myelogram. 


years. Myelography was performed on all of 
these patients. (In three cases where this pro- 
cedure had been done elsewhere, the films 
were obtained for examination.) In some cases, 
discography was carried out prior to mye- 
lography; in other cases, the reverse order was 
followed. 

Case 1—A 30 year old housewife had had 
episodic attacks of low back pain for 13 years. 
During the month preceding hospitalization, 
the pain had become severe, with some radia- 
tion into the left buttock. Examination was 
colored by the patient’s emotional lability; 
the physical findings were considered minimal. 
There was tenderness to the left of midline at 
the L4-5 level, and the straight leg-raising test 
produced pain in the sciatic notch region bi- 
laterally. No sensory disturbances were ob- 
served; the tendon reflexes were active and 
equal. No motor deficit was present. Roent- 
genograms of the lumbar spine revealed slight 
narrowing of the L4-5 interspace. Myelogra- 
phy was done and considered normal by sev- 
eral consultants. Although no filling defect 
was observed fluoroscopically or in the antero- 
posterior and oblique spot films, a slight semi- 
lunar defect was present at the L4-5 level in 
the lateral projection (figure 6). Because of 
these equivocal findings discography was ad- 
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vised. When carried out five days later, dis- 
cography revealed an abnormal disk at this 
same level. During the injection of 2 cc. of 
Diodrast (figure 7), the patient experienced 
excruciating back pain with radiation into 
both lower extremities. 

At operation a degenerated intervertebral 
disk was removed at L4-5; the patient’s post- 
operative convalescence was without incident. 
Though the physical findings were not pro- 
nounced, the eventual identification of an ab- 
normal disk at L4-5 led the attending physi- 
cians to conclude that there was correlation 
between this lesion and the clinical signs. 

Case 2—A 40 year old upholsterer com- 
plained of back and left hip pain of three 
months’ duration. There was weakness of the 
ankle dorsiflexors as well as peroneal atrophy 
on the left side. Hypalgesia was present in the 
L5 dermatome on the left, and the straight leg- 
raising test was positive. Myelography done 
in the local hospital had shown a consistent 
extradural defect at L5-S1 on the left (figure 
8). Discography revealed the L3-4 disk to be 
normal. A Schmorl nodule was present at L4-5. 
At L5-S1 advanced degeneration of the disk 
had taken place (figure 9). In addition, when 
the contrast medium was injected into this 
latter disk the patient’s symptoms were repro- 
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FIGURE 6 (case 1). Lumbar myelogram, lateral view. 
There is a slight semilunar defect at the L4-5 level. 


duced to a moderate degree. At operation ex- 
truded disk material was found in the canal at 
the L5-S1 level. This was removed and the 
interspace then curetted of degenerated fibro- 
cartilage. The L4-5 interspace appeared nor- 
mal and was therefore not entered. 

Case 3—A 37 year old housewife entered 
the hospital complaining of low back pain of 
four months’ duration. This pain extended 
down the right lower extremity. Seven years 
previously she had been treated for low back 
pain. At that time a diagnosis of sacro-iliac 
strain was made and she was fitted with a back 
brace. The symptoms subsided after several 
months. At the time of this admission the 
patient stated that all movements and even 
coughing and sneezing aggravated her pain. 
On examination there was tenderness at the 
lumbosacral level. Mild weakness of the right 
quadriceps group was observed and the patel- 
lar reflex was decreased on that side. The right 
calf was hypotonic and atrophic, measuring 
1.5 cm. smaller in circumference than the left. 
The straight leg-raising test was positive on 
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FIGURE 7 (case 1). Discogram showing an abnormal disk 
at L4-5. There is posterior herniation. Diodrast is stream- 
ing from the interspace through a small rent or defect 
in the annulus to enter the epidural space; 2 cc. of Dio- 
drast was injected into this disk. The disks at L3-4 and 
L5-S1 are normal. At L3-4 the disk is rectangular in 
shape, and at L5-S1, the disk is oval; 1 cc. of Diodrast 
was injected into each of these two disks. 


the right at 30 degrees. The Achilles tendon 
reflexes were equal. A diagnosis of herniated 
disk in the midlumbar region was tendered. 
Roentgenograms of the lumbar spine were nor- 
mal. A myelogram, done three days after ad- 
mission, was normal (figure 11). After two 
weeks of absolute bed rest the symptoms were 
unchanged. 

Because of the apparent discrepancy be- 
tween the abnormal physical findings and the 
normal myelogram, discography was advised. 
This examination demonstrated an abnormal 
lumbosacral disk (figure 12). The patient was 
operated on four days later, and a large pro- 
truding disk at the lumbosacral level was re- 
moved. The postoperative course was unevent- 
ful and she was completely free from pain. 

Case 4—A 40 year old woman complained 
of back pain and pain radiating down the pos- 
terior aspect of the left lower extremity of 
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FIGURE 8 (case 2). Lumbar myelogram showing an extra- 
dural defect at L5-S1 on the left. 


seven months’ duration. On examination there 
was diffuse weakness in the entire left lower 
extremity and subjective impairment of sen- 
sation on the lateral aspect of the left leg and 
dorsum of the left foot. There were no reflex 
changes, and normal muscular responses to 
faradic stimulation were demonstrated. A diag- 
nosis of conversion reaction was made. Films 
of the lumbosacral spine were normal, and a 
lumbar myelogram, done five days after ad- 
mission, was normal. Because there was some 
question about the diagnosis of hysteria, dis- 
cography was recommended. Injection of the 
medium at L4-5 and L5-S1 demonstrated no 
abnormalities. Exploratory laminectomy was 
carried out, with normal findings. The patient 
was completely free from symptoms after 
operation. 


Results 


Of the 13 patients comprising the study, 12 
were found to have an abnormal intervertebral 
disk or disks at operation. In seven patients 
single protrusions were found; in the other 
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FIGURE 9 (case 2). Discogram showing a Schmorl nodule 
at L4-5 (arrow); there is herniation of the nucleus pul- 
posus into the inferior portion of the body of L4. At 
L5-Sl, complete disorganization of the disk has occur- 
red; Diodrast has extravasated into the epidural space to 
outline the dural sac anteriorly and posteriorly. The 
L3-4 disk is normal. 


FicurE 10. Renal visualization (arrow) permitted by 
large accumulations of Diodrast in the epidural space 
being rapidly absorbed via the epidural venous plexus. 
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FIGURE 11 (case 3). Normal lumbar myelogram. 


five, abnormalities were encountered at two 
levels—a total of 17 abnormal disks, con- 
firmed by microscopic studies. 

Myelography was normal in 4 of the i3 
patients. Of these, operation revealed normal 
findings in one and definite herniations in the 
other three. Of the nine patients showing defi- 
nite myelographic defects, localization was 
accurate in eight. Protrusions at two levels in 
two cases were demonstrated by myelography 
(table 1). 

Results of discography were normal in one 
patient and abnormal in 12 patients. In the 


TABLE 1 


CoMPARATIVE RESULTS OF DIAGNosTIC 
PRocEDURES IN 13 CASES 


FINDINGS 
PROCEDURE —— 
Normal Abnormal 
Myelography 4 | 9 
Discography | 12 
Operation 1 12 
592 


FIGURE 12 (case 3). Discogram showing normal L3-4 and 
L4-5 disks (note the C-shaped configuration of the for- 
mer); 0.8 cc. of Diodrast was injected into each of these 
disks without pain. At L5-Sl, 5 cc. was injected; the 
patient experienced agonizing back pain and sciatica on 
the right side. The pain subsided after five minutes. The 
lumbosacral disk is quite abnormal, with complete dis- 
organization, posterior bulging and anterolateral hernia- 
tion on the left. There is residual Pantopaque in the 
spinal canal. 


one patient with normal findings, no abnor- 
malities were demonstrated at operation. In 
the 13 patients submitting to discography, 
contrast medium was injected into a total of 
36 interspaces. Twenty-one disks were con- 
sidered definitely abnormal; 14 were normal, 
and one was questionably normal. In three pa- 
tients, discography disclosed abnormalities at 
one level only. In seven patients abnormalities 
were demonstrated at two levels, and in one 
patient at three levels. 

In the 12 patients with abnormal disco- 
grams, accurate localization was obtained in 
11, with the triad of criteria present in all; 
i.e., excessive amount of contrast medium in- 
jected, reproduction of the clinical symptoms, 
and abnormal radiographic configuration. In 
one patient abnormal disks were demonstrated 
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TABLE 2 


Loc: oF ABNORMAL LuMBar Disks DEMONSTRATED 
spy Various Procepures IN 12 Cases 


T 


LOCATION 
PRO’ DURE 
| 134 | 145 | L5-Sl 
Mye!. xraphy 1 5 | 5 
Dise:raphy | 2 | 9 | 10 
Operation | 1 | 7 | 9 
| | 


at two levels; however, reproduction of the 
clinical symptoms was not experienced. In 
patients with multiple abnormal disks, repro- 
duction of the clinical symptoms normally oc- 
curred when the medium was injected into 
one disk only. In two cases excruciating pain 
characteristic of the clinical symptoms occur- 
red when the medium was injected into the 
lumbosacral disk. Further aggravation was ex- 
perienced when the medium was injected into 
the L4-5 interspace, and, in both instances, 
this latter level was found to be abnormal 
radiographically and at operation. 

The locations of the abnormal disks as dem- 


onstrated by the various procedures are listed 
in table 2. 


Discussion 


Myelography may very adequately demon- 
strate an intraspinal disk protrusion, but it is 
valueless in other disk abnormalities, such as 
anterior protrusions, Schmorl’s nodules and, 
on occasion, extreme lateral herniations. On 
the other hand, these questions should be 
raised: Are all abnormal disks symptomatic 
and should all disks found to be abnormal by 
discography be removed? Certainly in case 2, 
the lumbosacral protrusion was the cause of 
the symptoms, and the patient has remained 
free from any pain since the removal of this 
disk only. 

Before arriving at any definite conclusions 
regarding the value of one diagnostic proce- 
dure as compared with another, some philo- 
sophic observations are in order. Might not 
the clinical evaluation be more precise if some 
of the time given to diagnostic procedures 
were dedicated to repeated and careful physi- 
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cal examinations? On the other hand, can we 
be sufficiently certain that we can let our 
evaluation of the patient rest with clinical ex- 
aminations alone? Most authorities will agree 
that evaluation of herniated disk cases by clini- 
cal methods, in conjunction with plain roent- 
genograms, will identify a large number of 
these disorders. However, by these usual meth- 
ods, certain situations will escape careful 
screening. 

Discography is a comparatively simple pro- 
cedure and, in the ordinary case, requires no 
longer than 45 minutes. The water-soluble con- 
trast medium used is rapidly absorbed. The 
procedure is quite reliable in demonstrating 
multiple disk abnormalities as well as single 
level herniations. The disadvantages of dis- 
cography may be enumerated as follows: 

1. This is a transdural procedure which car- 
ries the inherent danger of diagnostic spinal 
puncture, myelography, etc.—that of intro- 
ducing infection. 

2. The procedure is quite painful, particu- 
larly in the presence of an abnormal sympto- 
matic disk or disks. 

3. It does not permit visualization of the 
spinal canal and its contents. 

4. The injection of Diodrast carries the risk 
of allergic reactions comparable with those 
of urography. 
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Composition of Low and 


High Calorie Diets 


RUTH E. FRANKLIN* 


Mayo Clinic, Rochester, Minnesota 


Low Calorie Diets 


Paysicians prescribe 
low calorie diets for 
persons who are over- 
weight and for those 
who have their activi- 
ties temporarily or per- 
but who actually may = 
not be overweight. RUTH E. FRANKLIN 
With the Metropoli- 

tan Life Insurance Company’s':” figures for 
ideal weights serving as guides, an overweight 
person may be defined as one whose actual 
weight is 10 per cent or more above his ideal 
weight.* Thickness of adipose tissue may be 
considered a more exact measure of over- 
weight, since variations in musculoskeletal 
structures make height-weight tables some- 
what less than perfect guides. However, in the 


*Consulting Dietitian, Mayo Clinic, Rochester, Minnesota. 
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majority of cases ideal weight tables will be 
satisfactory guides. 

The use of low calorie diets may be contra- 
indicated in persons with serious emotional 
disturbances. significant relationship has 
been found to exist between emotional ad- 
justment and the ability to follow a low calorie 
diet. Low calorie diets also may be contra- 
indicated in cases of active duodenal or gas- 
tric ulcer or cirrhosis. 

Composition—It is almost axiomatic to say: 
“Fat comes only from food, and obesity re- 
sults only from eating more than is required 
to meet the energy requirements of the body.” 
Therefore, the first principle in planning a diet 
for the overweight person is to provide fewer 
calories than he needs. To make a rough esti- 
mate of the number of calories needed by the 
person, multiply his ideal weight by 10. This 
will give his basal caloric needs, that is, the 
number of calories needed when he is at rest 
in bed. For a person doing light work it is 
suggested that 20 to 30 per cent of the basal 


POSTGRADUATE MEDICINE 


: 
{ 


Jories be added. This amount may be ad- 
sted upward or downward, depending on the 
‘gree of the person’s activity. Any diet hav- 

g fewer calories than the actual caloric needs 
i the person will bring about loss of weight. 

he greater the caloric deficit, the more rapid 
ie loss of weight. 

To predict the rate of loss of weight, use 
ie following procedure: (1) Determine the 
»asal caloric requirement as suggested. If the 
verson is more than 15 lb. above his ideal 
weight, subtract 15 lb. from his actual weight 
and multiply this weight by 10. (2) Deter- 
mine the daily caloric requirement by adding 
an increase of 10 to 40 per cent (usually 20 
per cent) to the basal caloric requirement. 
(3) Calculate the caloric deficit by subtracting 
the caloric intake from the caloric require- 
ment. (4) Multiply the caloric deficit by the 
factor 0.002.* This gives an estimate of the 
loss of weight per week in pounds. 

As weight is lost, the basal caloric require- 
ment is decreased. For this reason, the rate of 
loss of weight should be recalculated every 
nine weeks. This method is useful in predict- 
ing long-term loss of weight, since the actual 
loss the first week or two may be greater than 
that predicted. 

All diets must be nutritionally adequate, 
and such adequacy must not be sacrificed with 
the reduction of calories. The diet should be 
planned to meet as closely as possible the die- 
tary allowances recommended by the Nation- 
al Research Council.’ If the “Basic 7 Food 
Groups” are included in the diet, it is rea- 
sonably certain that the diet will meet, or 
nearly meet, the recommended dietary allow- 
ances. However, as a therapeutic measure, the 
person following a low calorie diet should be 
advised to take a vitamin supplement such 


*The factor 0.002 is obtained as follows: D (caloric defi- 
cit) + 9.3 = grams of fat lost per day. Grams of fat 


100 
lost per day x => = grams of weight lost per day when 


86 
fat tissue contains 14 per cent water. Grams of weight 
lost per day x 7 = grams of weight lost per week. Grams 


9°¢ 


2.2 
of weight lost per week x ——— = pounds lost per week. 


1000 
D 100 22 


Thus the pounds lost per week = 03 * * loo 


D x 0.00193 or approximately D x 0.002.° 
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as the hexavitamin capsule suggested by the 
“National Formulary.” 

The seven basic groups of foods and sug- 
gested daily amounts to be included from each 
group are as follows: 

1. Leafy, green and yellow vegetables, one 
or more servings. 

2. Citrus fruit, tomatoes and raw cabbage. 
one or more servings. 

3. Other vegetables and fruits, two or more 
servings. 

4. Milk and dairy products such as cheese, 
two or more cups milk for adults and three to 
four cups milk for children. 

5. Meat, poultry, fish, eggs, two or more 
servings. 

6. Bread and cereals (whole-grain or en- 
riched ), some daily. 

7. Butter or fortified margarine, some daily. 

The caloric content of a diet containing the 
seven basic groups of foods is lowered by de- 
creasing the amounts of foods high in carbo- 
hydrate and fat content. An adequate amount 
of protein must be included, and a low calorie 
diet ideally should include at least 1 gm. of 
protein per kilogram of ideal body weight. 
Protein foods such as milk, eggs, meat, fish, 
poultry and cheese should be included in suf- 
ficient amounts. 

Since most foods high in carbohydrate and 
fat content may contribute little to the diet 
other than calories, they are omitted entirely 
or their use is curtailed. In a low calorie diet 
it is rather imperative that foods included in 
the diet contribute more to the diet than cal- 
ories alone. Examples of foods contributing 
little to the diet other than calories are sugars, 
sugar-sweetened desserts such as pies and 
cakes, jams, sirups, and certain cooking fats 
and oils. Alcoholic beverages, too, contribute 
little to the diet other than calories. Extreme 
low calorie diets contain little fat other than 
that which occurs with the protein of meats 

and eggs. As calories are increased, additional 
fats in the form of butter or fortified mar- 
garine, salad dressings and salad oils may be 
added in limited amounts. 

The person on a low calorie diet should be 
advised to eat three meals per day at fairly 
regular times. It has been observed that better 
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TABLE 1 


Low Catorie Diet 


FOOD 


APPROXIMATE MEASURE 


Breakfast 


Fruit (fresh or canned, 
without sugar) 

Egg (not fried) 

Bread (may be toasted) 

Butter or margarine 

Black coffee or clear tea 


Lunch or supper 


Meat, fish, poultry or 
substitute 

Vegetable (no potato or 
potato substitute) 

Salad 

Bread 

Butter or other fats and 
oils 

Milk (skim or fat-free 
buttermilk) 

Fruit (fresh or canned, 
without sugar) 


Dinner 


Meat, fish or poultry 

Vegetable (no potato or 
potato substitute) 

Salad 

Bread 

Butter or other fats and 
oils 

Milk (skim or fat-free 
buttermilk) 

Fruit (fresh or canned, 
without sugar) 


1 serving (14% cup) 
1 
1 slice 


1 level teaspoon 


As desired 


214 oz. (cooked weight) 
1 serving (4% cup) 

1 serving 

1 slice 

1 level teaspoon 

V% pt. 


1 serving (44 cup) 


2% oz. (cooked weight) 
1 serving (14 cup) 


1 serving 
1 slice 
1 level teaspoon 


Vy pt. 


1 serving (14 cup) 


control of the appetite can be achieved if the 
three meals are approximately equal in caloric 
value.” It is not a wise procedure to go with- 
out breakfast and to eat a light lunch and a 
heavy dinner at night. The person should eat 
slowly, as food often seems to have more 
satient value under such circumstances. 

An outline for a “1200 calorie diet” which 
consists of 73 gm. protein, 50 gm. fat, 112 
gm. carbohydrate and 1,190 calories is given 
in table 1. 

All food must be prepared without added 
calories. Fried foods are not allowed. Excess 
fat must be removed from the meat. Cream 
and cream sauces, catchups, chili sauce, sweet 
pickles or olives may not be used. 

Salt, pepper, spices, herbs, vinegar and 
lemon juice may be used in moderation to 
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season food. Black coffee, clear tea, sugar-free 
carbonated beverages and clear, fat-free broth 
or bouillon may be used as desired. Food may 
be sweetened with a sugar substitute such as 
saccharin or SUCARYL®, if desired. 

If a diet with fewer calories is desired, the 
amounts of bread and butter in the 1200 cal- 
orie diet may be decreased. To make the diet 
one of 1000 calories, decrease the amount of 
bread for the day to one and a half slices and 
the amount of butter to two level teaspoons. 
The diet then has 69 gm. protein, 41 gm. fat, 
93 gm. carbohydrate and 1,017 calories. 

To make the diet a 1500 calorie diet, the 
skim milk is changed to whole milk, the bread 
increased to four slices, and a serving of po- 
tato or potato substitute is added to the 1200 
calorie diet. This diet has 77 gm. protein, 70 
gm. fat, 145 gm. carbohydrate and provides 
1.518 calories. 

The diet should be planned to fit the per- 
son; the person should not be made to fit the 
diet. A printed sheet should never be given to 
him without consideration of his own personai 
needs and desires. He may have to carry his 
lunch; he may have certain racial or religious 
restrictions in regard to his food habits, and 
it is necessary that provisions be made for 
these things. 

The goal of a low calorie diet is to have 
the person reach his ideal weight and then to 
maintain that weight. One of the aims of a low 
calorie diet is to educate the person to better 
eating habits, and the diet should give him a 
basic pattern of eating which he can follow 
for the rest of his life. This can be done only 
if the person finds the low calorie diet has 
foods with which he is familiar and has a pat- 
tern which meets his needs. 


High Calorie Diets 


High calorie diets are needed by persons 
who are underweight and those who engage in 
an unusual amount of physical activity. 

A person may be considered underweight if 
his actual weight is 10 per cent or more below 
his ideal weight. He may be underweight sim- 
ply because of poor nutrition and inadequate 
caloric intake, or because of some disease 
such as colitis, sprue or uncontrolled diabetes. 
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TABLE 2 


Hicu Cacorie Diet 


FOOD APPROXIMATE MEASURE 
Bre ulcfast 
uit 1 serving cup) 
( vreal 1 serving (74 cup) 


(may be toasted) 
|sutter or margarine 
(ream 

Sugar 

Jelly, jam or marmalade 
Coffee or tea 


Lunch or supper 

\eat, fish, poultry or 
substitute 

Potato or potato substitute 

Vegetable 

Salad 

Salad dressing 

Dessert, as pie or cake 

Half milk and half cream 

Bread 

Butter or margarine 

Jelly, jam or marmalade 


Dinner 


Meat, fish or poultry 

Potato or potato substitute 

Vegetable 

Salad 

Salad dressing 

Dessert, as pudding or 
sweetened fruit 

Half milk and half cream 

Bread 

Butter or margarine 

Jelly, jam or marmalade 


1 

2 slices 

1 tablespoon 

cup 

1 tablespoon 

1 heaping teaspoon 
As desired 


3 oz. (cooked weight) 


1 serving (14 cup) 
1 serving (14 cup) 
1 serving 

1 tablespoon 

1 serving 

pt. 

2 slices 

1 tablespoon 

1 heaping teaspoon 


3 oz. (cooked weight) 
1 serving (14 cup) 

1 serving (44 cup) 

1 serving 

1 tablespoon 

1 serving 


VW pt. 

2 slices 

1 tablespoon 

1 heaping teaspoon 


Farmers, manual laborers and athletes are 
examples of those who engage in more than 
the usual amount of physical activity. 

Composition—The diet for the underweight 
person must provide more calories than neces- 
sary to meet the energy needs of his body. To 
estimate roughly his caloric needs, the same 
procedure is used as with the overweight per- 
son: Multiply his ideal weight by 10 to deter- 
mine his basal caloric needs and add 20 to 30 
per cent to this for the person doing light 
work. For the physically active person, add 70 
to 100 per cent or more to the basal caloric 
requirement. The caloric content of the per- 
son’s diet must exceed his caloric needs if he 
is to gain weight. 

The high calorie diet must be nutritionally 
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adequate and should be planned so that it 
meets the dietary allowances recommended by 
the National Research Council.’ The seven 
basic groups of foods which are outlined in 
the section on low calorie diets are to be in- 
cluded here also.* 

In many cases the underweight person may 
need a fairly high intake of protein, and 1.5 
to 2 gm. or more protein per kilogram of ideal 
weight should be included. The amount of pro- 
tein in the diet is increased by using larger 
servings of meat or meat substitutes and by 
using more milk. As the amount of protein in 
the diet is increased the caloric content is con- 
comitantly increased. 

The caloric content of the diet is further 
raised by increasing the size of servings of 
other foods and by adding foods high in car- 
bohydrate and fat content. Half milk and half 
cream may be used in place of whole milk; 
butter and other fats and oils and sugars and 
sugar-sweetened foods should be used in lib- 
eral amounts. 

If the person has some complicating dis- 
ease such as colitis or diabetes the high calorie 
diet must, of necessity, be modified. The resi- 
due in the diet must be restricted for the per- 
son with colitis, and the carbohydrate intake 
must be restricted for the diabetic. 

The high calorie diet given in table 2 is for 
the underweight person who does not have a 
complicating disease. This is an outline for a 
3200 calorie diet” which has 95 gm. protein, 
200 gm. fat, 270 gm. carbohydrate and 3,220 
calories. 

As with a low calorie diet, the diet should 
be made to fit the person. The underweight 
person may find that he can eat his entire al- 
lotment of food in three regular meals as out- 
lined, or he may wish to have the allotment 
divided into six small meals. This is an indi- 
vidual problem and must be worked out with 
each person. 

In some cases, as in anorexia nervosa, it is 
not possible to begin treatment with the 3200 
calorie diet. It is necessary to start at a lower 
calorie level and gradually build up to the 
3200 calorie diet. 

When the underweight person has attained 
his ideal weight, his caloric intake should be 
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reduced so that it will meet, but not exceed, 
his ‘caloric needs. 


Comment 


The ultimate goal of the person who is fol- 
lowing either the low or the high calorie diet 
is to attain his ideal weight and then to main- 
tain this weight. 
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Ulcerogenic Islet Cell Tumors 


of the Pancreas 


J. R. THISTLETHWAITE* AND ALEC HORWITZ+ 


George Washington University School of Medicine, Washington, D.C. 


Iv 1955, Zollinger and Ellison’ reported a 
series of cases in which fulminating and fre- 
quently fatal peptic ulceration was associated 
with a noninsulin-producing islet cell tumor 
of the pancreas. Subsequently, Ellison” col- 
lected 24 such cases. These reports have fo- 
cused attention on the association of islet cell 
tumors of the pancreas and peptic ulcera- 
tion. Presumably, these tumors are capable 
of liberating a hormone that stimulates ulcer 
diathesis. It is the purpose of this paper to 
discuss the possible relationship of islet cell 
tumors and peptic ulceration and to present a 
report of two cases in which these lesions were 
associated. 


Report of Cases 


Case 1—A 55 year old white man was ad- 
mitted to the hospital on March 24, 1954, 
because of pain in the upper part of the 
abdomen, vomiting and diarrhea which had 
been present for 40 hours. During the past 
10 years, there had been occasions when he 
had passed four or five loose, watery, light 


*Associate in Surgery, and ¢Associate Clinical Professor of Surgery, 
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brown stools daily. Flatulence, gaseous eructa- 
tion, and postprandial burning sensation in 
the substernal and epigastric regions had oc- 
curred intermittently, especially after the in- 
gestion of fatty or fried foods. 

In 1952, he had been informed that he had 
cancer of the prostate. The diagnosis appar- 
ently had been based solely on the results of 
rectal examination. At that time, the value 
for the serum acid phosphatase had been 0.9 
King-Armstrong unit, and that for the serum 
alkaline phosphatase had been 3.0 Bodansky 


units. Stilbestrol had been administered for 
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one year, but it had been discontinued because 
of enlargement of the breasts and emotional 
instability. 

One month before he was admitted to the 
hospital, he had had an attack of rather severe 
diarrhea which had been followed immediate- 
ly by the onset of moderate, dull epigastric 
pain. Some relief had been obtained by the 
use of milk, antacids and sedatives. These 
symptoms had continued until the morning 
of the day before his admission to the hos- 
pital, when he had vomited clear fluid on 
three occasions. Severe, dull, constant epigas- 
tric pain had developed and had penetrated 
to the back. 

Physical examination revealed bilateral en- 
largement of the breasts and a small, hard, 
irregular prostate which was not tender. The 
skin showed evidence of dehydration. The ab- 
domen was scaphoid and soft, and palpation 
did not reveal any abdominal mass. Roent- 
genologic examination of the upper part of 
the gastrointestinal tract revealed incomplete 
obstruction of the third part of the duodenum. 

The value for the hemoglobin was 16.4 gm. 
per 100 cc. of blood, and the hematocrit read- 
ing was 52. The leukocyte count was 15,350 
per cubic millimeter of blood, and 93 per 
cent of the leukocytes were polymorphonu- 
clear neutrophils. The urine was normal. With 
the exception of a mild alkalosis, the values 
for the serum electrolytes were within normal 
limits. The carbon dioxide-combining power 
of the plasma was 41 mEq. per liter. The 
gastric contents did not contain any free hy- 
drochloric acid. The value for the total acid- 
ity was 9.3 degrees. No occult blood was found 
in the gastric contents. 

The mild alkalosis was corrected, and the 
patient was prepared for operation. When ex- 
ploratory laparotomy was performed, several 
hard lymph nodes were felt over the surface 
of the pancreas. Several of these nodules were 
situated in the mesocolon and compressed the 
second and third portions of the duodenum. 
Pathologic examination of these lymph nodes 
disclosed adenocarcinoma. Because of the his- 
tory of carcinoma of the prostate, the malig- 
nant lesions of the lymph nodes were believed 
to be metastatic, and the primary carcinoma 
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was believed to be situated in the prostate. 
An anterior gastrojejunostomy and jejunoje- 
junostomy was performed to relieve the duo- 
denal obstruction. In addition, bilateral or- 
chiectomy was performed in the hope that it 
would delay the progress of the supposed car- 
cinoma of the prostate. Convalescence was 
uneventful, and the patient was dismissed 
from the hospital on the tenth day following 
operation. 

On the twenty-third day after the opera- 
tion, severe abdominal pain developed sud- 
denly, and the patient vomited old and fresh 
blood. The patient was admitted to the hos- 
pital immediately, and he was in a state of 
severe shock. Palpation of the abdomen re- 
vealed generalized tenderness and rigidity. 
The value for the serum amylase was normal. 

A diagnosis of perforated peptic ulcer was 
made. Treatment was begun to correct the 
shock and to prepare the patient for an 
emergency operation. However, the patient’s 
condition deteriorated rapidly, and he died 
before anything definitive could be done. 

The most significant postmortem findings 
were limited to the abdomen. Marked peri- 
tonitis was present, and the abdomen con- 
tained about 1500 cc. of greenish-brown, foul- 
smelling fluid. Three perforated ulcers were 
found in the jejunum. In addition, six large 
ulcers were present in the stomach and duo- 
denum. Two firm, encapsulated grayish-white 
nodules, each measuring 1.5 cm. in diameter. 
were found in the body of the pancreas. The 
lymph nodes about the pancreas and pylorus 
were enlarged and firm. The liver was not en- 
larged, and it did not show any evidence of 
metastatic involvement. The prostate was 
normal. 

There was no microscopic evidence of car- 
cinoma of the prostate. Microscopic examina- 
tion revealed that one of the two encapsu- 
lated nodules in the pancreas was a lymph 
node containing a metastatic adenocarcinoma. 
It was similar in all respects to the lymph 
nodes removed surgically from the peripan- 
creatic area three weeks previously. The other 
nodule in the pancreas appeared to be the pri- 
mary tumor. It was an adenocarcinoma arising 
from pancreatic islet tissue of the alpha cell 
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FIGURE la (case 1). Photomicrograph of adenocarcinoma 
arising from islet cell tissue of the alpha cell type. 


type (figure la). In some areas, the cells were 
arranged in cords, were separated by broad 
bands of fibrous tissue, and were richly sup- 
plied with blood vessels; in other areas, there 
was a well-defined glandular pattern. At the 
periphery of the lesion, there were scattered 
areas of calcification. Such areas were even 
more extensive in the lymph nodes which had 
been removed at the operation. Similar calci- 
fication has been seen in islet cell pancreatic 
tumors associated with hyperinsulinism. 

Case 2—A 44 year old sheet metal worker 
was admitted to the hospital in November 
1947 because of severe epigastric pain which 
extended to the back, and a temperature of 
38.8° C. Roentgenologic examination had re- 
vealed evidence of a duodenal ulcer. 

Operation disclosed a large ulcer on the 
posterior wall of the duodenum. The ulcer 
apparently had perforated into the pancreas, 
for a large inflammatory-type mass was noted 
in the involved portion of the duodenum and 
in the head of the pancreas. Since gastric re- 
section was considered too hazardous, a pos- 
terior gastrojejunostomy was performed. 

Six weeks later, there was clinical and roent- 
genologic evidence of a marginal ulcer. A 
transthoracic vagotomy was performed in 
April 1948. This resulted in immediate and 
dramatic relief of the pain. The patient gained 
more than 20 lb. in the next four months, and 
he boasted that he had not felt so well in the 
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FIGURE lb (case 2). Photomicrograph of metastatic car- 
cinoid of lymph node. 


past six years. Roentgenologic examination 
indicated that the ulcer had healed. 

Substernal burning recurred about a year 
later. In June 1949, roentgenographic exami- 
nation disclosed a marginal ulcer. The value 
for the free hydrochloric acid in the gastric 
contents was 70 degrees and that for the total 
acidity was 90 degrees. Medical treatment did 
not have any effect. In June 1949, the gastro- 
jejunal anastomosis was disconnected and the 
ulcerated portion of the jejunum was resected. 
Subtotal gastric resection was performed in 
conjunction with an antecolic gastrojejunos- 
tomy. There was no evidence of the indura- 
tion in the head of the pancreas which had 
been noted previously. 

The patient was free of symptoms for about 
three months, but he then began to complain 
of a recurrence of the epigastric pain. In 
February 1950, roentgenologic examination 
revealed a definite stomal ulcer. Operation 
was performed through a thoraco-abdominal 
incision. The jejunal ulcer was removed, the 
efferent loop of the jejunum was shortened, 
and an additional segment of the stomach was 
removed so that none of the lesser curvature 
remained. Only approximately 10 per cent of 
the stomach was left. A subdiaphragmatic va- 
gotomy also was performed. The recovery was 
uneventful, but the patient continued to com- 
plain of pain. 

Because gastric analysis still showed the 
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presence of free hydrochloric acid, transtho- 
racic vagotomy was performed again in Octo- 
ber 1951. The pain was not relieved, and gas- 
tric analysis continued to show the presence 
of free hydrochloric acid. 

Since the pain was not relieved, psychiatric 
consultation was sought. A transorbital loboto- 
my was performed on December 28, 1951. The 
patient still complained of pain, but the psy- 
chiatrist said that the complaints were not 
very convincing. On February 7, 1952, an- 
other transorbital lobotomy was performed. 
After this operation, the patient was very mis- 
erable because of pain and occasional vomit- 
ing. Codeine was taken almost constantly, and 
it was believed that the patient had become 
addicted to it. 

By March 1954, he had lost 15 lb., and he 
occasionally was passing black stools. The 
value for the free hydrochloric acid in the gas- 
tric contents was 13 degrees and that for the 
total acidity was 26 degrees. After the admin- 
istration of histamine, the value for the free 
hydrochloric acid was 38 degrees and that for 
the total acidity was 67 degrees. The value for 
the fasting blood sugar was 93 mg. per 100 
ec. of blood. 

On March 11, 1954, roentgenologic exami- 
nation revealed that the efferent loop of the 
jejunum was devoid of mucosa for a distance 
of 4 cm. distal to the site of the anastomosis. 
The diameter of the lumen was reduced to 1 
cm., and the appearance was similar to the 
string sign observed in cases of regional ileitis. 
The stomach emptied readily. 

An exploratory laparotomy was performed 
at that time. A firm, round mass, approximate- 
ly 4 cm. in diameter, was found posterior to 
the head of the pancreas. This was carefully 
dissected from the duodenal stump, the com- 
mon bile duct and the head of the pancreas. 
The results of microscopic examination of 
frozen sections of the surgical specimen were 
interpreted as indicative of adenocarcinoma 
in a lymph node. 

Another mass in the pancreas was situated 
above the third portion of the duodenum and 
near the mid-line. This mass was not disturbed, 
but, because of the possibility that it might 
obstruct the common bile duct, the duodenum 
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was anastomosed to the gallbladder. When the 
duodenum was opened, two tiny raised areas 
were noted. One was situated near the am- 
pulla of Vater, and the other one was slightly 
more proximal. These were removed for patho- 
logic examination. The convalescence from 
this operation was completely uneventful. 

Microscopic examination of the lymph node 
mass which was removed from behind the pan- 
creas revealed that it was composed of cords 
and masses of epithelial cells of uniform size 
and staining quality and lying in a dense 
fibrous stroma containing numerous vascular 
sinuses (figure 1b). Examination of the speci- 
mens of the raised areas in the duodenum re- 
vealed similar masses of tumor cells in the 
submucosa and muscular layer. The greatest 
diameter of the larger of these nodules was 
0.7 cm. The pathologic diagnosis at this time 
was malignant carcinoid, possibly arising pri- 
marily in the duodenal mucosa, and metastatic 
involvement of a peripancreatic lymph node. 

For the next 20 months, the patient con- 
tinued to complain of epigastric pain. There 
were intermittent attacks of vomiting and one 
episode of melena. 

Because of our experience in the previ- 
ous case, and since we had read the report 
by Zollinger and Ellison,’ we decided to re- 
evaluate this case. The microscopic appear- 
ance of the tumor in this case was almost 
identical with that of the tumor in case 1 (fig- 
ure la and b). In an attempt to confirm the 
diagnosis of a malignant carcinoid tumor, the 
serum was tested for serotonin* but none was 
found. Paper electrophoretic studies disclosed 
an unusual line which was thought to repre- 
sent glucagon. The same electrophoretic pat- 
tern was noted by Zollinger and Ellison.’ In 
December 1955, the value for the free hydro- 
chloric acid in the gastric contents was 32 de- 
grees and that for the total acidity was 51 
degrees. 

Since it was believed that the lesion possi- 
bly might be an ulcerogenic tumor, another 
exploratory laparotomy was performed on De- 
cember 23, 1955. A mass about 5 cm. in di- 
ameter was shelled out of the pancreas just 


*The determinations were made through the kindness 
of Dr. A. Sjoerdsma of the National Institutes of Health. 
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abo e the concavity of the third portion of the 
du«./enum. The duodenum was opened, but no 
tun or was found within its lumen. Several 
lyn ph nodes found along the common bile 
duc: were removed for biopsy, but examina- 
tion of frozen sections of these nodes did not 
dis: lose any evidence of carcinoma. The chole- 
cysioduodenal anastomosis was re-established. 
The rigid, fibrotic portion of the jejunum and 
gasiric stoma were resected, and an end to end 
jejunojejunostomy and an antecolic gastro- 
jejunostomy were performed. 

latus was passed during the convalescent 
period, but there seemed to be some gastric 
retention. This was thought to be due to edema 
at the site of the jejunal anastomosis. On the 
fifth postoperative day, sharp pain developed 
in the right upper quadrant of the abdomen. 
The pulse rate remained steady although the 
abdomen was quite rigid. During the next few 
hours, the pain became more severe, the pulse 
rate increased, and the blood pressure dropped. 
Since this clinical picture was typical of a per- 
forated viscus, the patient was returned to the 
operating room and the abdomen was opened. 
Turbid fluid was coming from a small, punched- 
out ulcer in the duodenum just below the site 
of the cholecystoduodenal anastomosis. A No. 


12 French catheter was inserted into the per- 


foration, fastened with a purse-string suture, 
and brought to the outside. For feeding pur- 
poses, a No. 14 French catheter was placed 
in the efferent loop of the jejunum by the Wit- 
zel method and was brought out through a 
subcostal incision on the left side of the thorax. 

The patient seemed to be improving gradu- 
ally, but five days after the operation bleed- 
ing occurred suddenly from the drains in the 
right upper quadrant of the abdomen, and his 
blood pressure dropped precariously. The ab- 
domen was opened again, and the bleeding 
was found to be due to extensive oozing from 
under the right lobe of the liver. This was 
readily controlled by packing with oxyceL® 
gauze. The duodenal stump was found to be 
gaping, and it again was sutured over a tube. 
The gastrojejunal anastomosis was re-exam- 
ined and a nasogastric tube was fed into the 
distal loop of jejunum. 

The patient failed to rally after this opera- 
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tion, and he passed only 75 cc. of urine. De- 
spite all therapeutic efforts, his condition failed 
rapidly, and he died after a convulsion. 

A portion of the surgically excised tumor 
was analyzed for serotonin, but none was 
found. Another portion was studied for the 
presence of insulin and glucagon, but neither 
could be detected. The significant postmortem 
findings were limited to the abdominal cavity. 
Approximately 200 cc. of old blood was pres- 
ent in the subhepatic space. All anastomoses 
were intact. There was no evidence of healing 
about the ulcerated area in the duodenum, 
through which a catheter had been inserted 
and fastened with a purse-string suture. A 
complete search of the pancreas and peripan- 
creatic tissue failed to reveal any remaining 
tumor tissue. 


Comment 


In case 1, the metastatic tumor was mis- 
taken for a tumor of the prostate. The primary 
tumor in the pancreas was not discovered until 
necropsy was performed. In some way, the 
surgical intervention activated the tumor tis- 
sue to liberate an ulcerogenic hormone. This 
was not evident preoperatively, since the gas- 
tric contents did not contain any free hydro- 
chloric acid. The multiple, rapidly developing 
ulcers in the jejunum, duodenum and stom- 
ach indicated a fulminating course. 

Case 2 is very interesting for many reasons. 
The ulcer diathesis and the gastric hypersecre- 
tion certainly were not controlled by numerous 
surgical procedures (figure 2). It is possible 
that an ulcerogenic tumor had been present 
during the entire course of the patient’s ill- 
ness but had not been recognized. Even after 
the tumor apparently had been removed com- 
pletely, peptic ulceration developed. The last 
operation may have caused an increased lib- 
eration of hormone which was responsible for 
the development of an ulcer in the duodenal 
stump five days later. In this respect, .cases 1 
and 2 are similar. In both cases, what proved 
to be a fatal peptic ulcer developed after sur- 
gical manipulation of the tumor. 

It is still debatable whether the tumor in 
case 2 was a metastatic carcinoid of the duo- 
denum or a noninsulin-secreting islet cell tu- 
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NOVEMBER 1947 


Post gastrojejunostomy 
and appendectomy. 


APRIL 1948 
Transthoracic vagotomy 


JUNE 1949 


Gastric resection for 
stomal ulcer. 


FEBRUARY 1950 
Thoraco-abdominal gastric 
re-resection, end to end 
jejunojejunostomy and sub- 
diaphragmatic vagotomy 
(10 per cent of stomach left) 


DECEMBER 1951 
Transorbital lobotomy 1 


FEBRUARY 7, 1952 
Transorbital lobotomy 2 


FIGURE 2. Schematic representation of surgical procedures used in case 2. 


mor of the pancreas. The microscopic appear- 
ance of both tumors is similar; and there is 
some evidence that both tumors may be po- 
tentially ulcerogenic. Although the presence 
of serotonin in the serum and staining of the 
cells of a tumor with silver stains do not defi- 
nitely prove that a tumor is a carcinoid, failure 
of the cells of the tumors in these cases to stain 
with silver stains and the absence of serotonin 
in the serum certainly tend to indicate that 
the tumors were not carcinoids. 

The relationship between peptic ulceration 
and noninsulin-producing islet cell tumors of 
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the pancreas must be accepted to be more 
than a casual one. In five cases in which these 
lesions were associated, the patients are free 
of ulcer diathesis after removal of the tumor.” 
Because removal of the pancreatic tumor con- 
trolled the ulcer diathesis in these cases after 
the usual medical and surgical measures had 
failed to do so, more than a casual relation- 
ship between the tumor and the ulcer must be 
inferred. This relationship implies that the tu- 
mor releases a hormone that is responsible for 
the peptic ulceration. The nature of such a 
substance has not been identified. 


POSTGRADUATE MEDICINE 


= 
Bs Y 
\ Ly 


MARCH 1954 
Removal of nodes around the duodenum 
and pancreas, cholecystoduodenostomy 


DECEMBER 23, 1955 
Removal of tumor of pancreas, 
cholecystoduodenostomy explored 
and resutured, revision of gastro- 
jejunostomy. 


DECEMBER 29, 1955 
Catheters inserted into perforation of 
the duodenum and into the efferent 
jejunal loop. 


JANUARY 2, 1956 
Hemorrhage under liver packed with 
Oxycel; tube reinserted into the end of 
the duodenum. 


FIGURE 2. Schematic representation of surgical procedures used in case 2. 


There is additional circumstantial evidence 
to support the existence of an ulcerogenic hor- 
mone. The experiments on dogs by Dragstedt, 
Montgomery and Ellis* and by Poth, Manhoff 
and Deloach* indicate that there is an intrin- 
sic ulcerogenic factor in the pancreas. When 
the external pancreatic secretions were di- 
verted from the duodenum by establishing an 
external pancreatic fistula, most of the animals 
subsequently died of peptic ulcer. On the 
other hand, when the external secretions of 
the pancreas were diverted by removal of the 
pancreas, peptic ulcers seldom developed. On 
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the basis of these observations, it was con- 
cluded that diversion of the external secretion 
of the pancreas from the duodenum was not 
the only pancreatic factor responsible for pep- 
tic ulceration. Removal of the pancreas elimi- 
nates the external secretion and removes the 
ulcerogenic factor. 
Although the nature of the ulcerogenic pan- 
creatic hormone has not been determined, glu- 
cagon, the hyperglycemic factor of the pan- 
creatic islets, has been incriminated.’ This 
makes an attractive assumption. Since insulin 
is secreted by the beta cells, it is thought that 
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glucagon is secreted by the alpha cells. In- 
deed, the microscopic picture of the reported 
noninsulin-producing islet cell tumors that pro- 
duced peptic ulceration is that of the alpha 
cells. Hypoglycemia induced by commercial 
insulin is a potent stimulus to gastric secre- 
tion, and prolonged administration of com- 
mercial insulin will produce typical peptic 
ulcers in animals. In man, however, the pro- 
longed hypoglycemia produced by _ insulin- 
producing islet cell tumors is rarely accom- 
panied by peptic ulceration. Because these 
tumors seem to liberate pure insulin, it can 
be assumed that commercial insulin contains 
an ulcerogenic factor. Since commercial in- 
sulin is known to contain a significant amount 
of glucagon, this perhaps is the ulcerogenic 
factor. 

Attempts to prove that glucagon is an ul- 
cerogenic hormone have not been successful. 
In one case of primary peptic ulceration of the 
jejunum associated with an islet cell tumor of 
the pancreas, Zollinger and Ellison found that 
the serum contained a substance that was iden- 
tical with glucagon on paper electrophoresis. 
Studies of the effect of glucagon on gastric 
secretion and motility in both man and ani- 
mals have failed to demonstrate a stimulating 
effect.’ 

There is some evidence, however, to indi- 
cate that serotonin is the ulcerogenic hor- 
mone. Functioning carcinoids are known to 
liberate excessive amounts of this hormone. 
Peptic ulceration is frequently associated with 
carcinoids.® These tumors and alpha cell tu- 
mors of the pancreatic islets have practically 
the same microscopic appearance. It, there- 
fore, is possible that some islet cell tumors of 
the pancreas may be metastatic carcinoids. 
Intravenous administration of reserpine pro- 
duces a pronounced stimulation of gastric 
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secretion.’ It is known to release serotonin from 
the body depots, including the stomach. Para- 
doxically, however, the administration of sero- 
tonin apparently inhibits gastric secretion.* 
Further study is needed to identify the ul- 
cerogenic hormone that is liberated by non- 
insulin-producing tumors of the pancreatic 
islets. More of these tumors should be ana- 
lyzed for their hormonal content and chemical 
composition. To date, only a few of these tu- 
mors have been assayed. In one of the cases 
reported in this paper, the tumor was ana- 
lyzed for glucagon and serotonin, but neither 
of these substances was found. Thus far, we 
feel that neither glucagon nor serotonin can 
definitely be called the ulcerogenic hormone. 
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Tue National Society 
for the Prevention of 
Blindness estimates 
that 70 persons become 
blind every day of the 
year. Eight hundred 
thousand people now 
living in the United 
States will become 
blind before death. 
About one million 
Americans more than 
40 years of age have glaucoma, but only about 
half of them are aware of it. When many of 
the remainder find out that they have the dis- 
ease, it is too late to prevent blindness. More 
than 300,000 industrial eye accidents occur 
annually in the United States. One thousand 
of the workers who sustain an injury of this 
type lose the sight of one eye, and 100 lose 
the sight of both eyes. 

Knowledge is available to prevent 75 per 
cent of all blindness by its chief enemies— 
trauma, disease and neglect. Ophthalmologists 
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have a duty to perform in disseminating this 
knowledge to their colleagues in other fields 
of medicine and to the public. They should 
lecture and write often on the subject of ocu- 
lar emergencies. They must be keenly aware 
of the need of informing not only physicians 
in other specialties but also general practition- 
ers in particular of the importance of the many 
eye problems that confront every doctor. For 
the public, they should initiate and participate 
in educational programs on the prevention of 
blindness. 

The increasing tempo of our lives in our 
industrialized and mechanized civilization 
makes inevitable a high and rising rate of 
ocular injuries. This alone should cause in- 
creasing attention to those conditions in the 
eye that arise from or may be complicated by 
trauma. Because of the modern tendency of 
the injured to invoke legal procedure or at 
least to submit a batch of insurance papers to 
be filled out, it is extremely important that 
every eye injury one sees be considered from 
a medicolegal point of view. This not only of- 
fers protection to the patient primarily, but 
also to the doctor consulted and to any third 
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party such as an employer or an outright at- 
tacker. Much of the viciousness of the present 
malpractice situation may be ascribed to care- 
lessness in recording the facts, findings and 
observations in patients’ records. It is easy to 
say, “Oh, he just has a good old-fashioned 
black eye,” and to be careless in the examina- 
tion. A jury in court for malpractice may feel 
differently. Examination and history should be 
as thorough as time and opportunity permit. 


History 


First, and most important of all, is a short, 
concise but detailed history. This must include 
the patient’s full name, age, address and phone 
number; if he was injured at work, it must in- 
clude the name, address and phone number of 
the employer; and it must include the name 
or names of persons who might have been at- 
tackers or in some way responsible for the 
injury. 

One must know as much as possible about 
the cause of the injury. Such information 
often suggests the type of damage to look for 
and often makes a great difference in the treat- 
ment and prognosis. 

The status of the patient’s eye prior to the 
accident should be included in the history. 
This is a point of prime importance from the 
medicolegal angle. We are prone to assume 
that the patient’s eyes were normal before in- 
jury; whereas we may be dealing with an 
amblyopic, previously injured, pathologic or 
actively diseased eye. 

General health is also an important factor 
to be assessed as early as possible. Diabetes 
and hypertension as well as other general de- 
bilities often are associated with poor vision, 
but the patient will be inclined to attribute his 
poor vision to his injury. This should be 
noted to prevent future controversy. 

It is important to find out if the patient 
was wearing glasses or goggles at the time of 
injury, and, if possible, to examine them for 
breakage or a bent frame. 


Examination 


The most important aid in the examination 
of an injured eye is not a flashlight, not an 
ophthalmoscope, not a slitlamp and corneal 
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microscope, but a visual acuity chart. A visual 
acuity determination of some sort must be 
made—not just of the injured eye, but of both 
eyes—and, if glasses are worn, the vision 
should be determined both with and without 
glasses. True, it may be inconvenient and time- 
consuming, but it is mighty important. If the 
patient can only count fingers or see hand 
movements, one has reason to be concerned 
about the extent of the injury. On the other 
hand, if he can read 20/20, despite tremen- 
dous swelling and ecchymosis, one is quite 
relieved. 

One need not jeopardize the patient with a 
serious systemic injury to obtain accurate 
Snellen chart readings of visual acuity. In 
such cases, one need only ascertain whether 
the patient is capable of reading ordinary 
print by using whatever printed material may 
be at hand. Lifesaving procedures are always 
of paramount importance, but, as soon as the 
patient’s condition warrants, a more complete 
examination is certainly in order, and this 
should include the eyes. In this way, the early 
discovery of ocular injury might prove of ex- 
treme value in preserving the vision of one or 
even two involved eyes. 

Gross inspection is next. In most cases of 
ocular trauma, only one eye is affected, and, 
naturally, we examine this eye carefully. It is 
of valued importance to examine the unin- 
jured eye and to use it as the “control eye” 
for comparison purposes as one’s systematic 
inspection is carried out. Further inspection is 
then made with a loupe and oblique illumina- 
tion as indicated in each case. Transillumina- 
tion over wide areas of the sclera often reveals 
injury not disclosed by other methods of ex- 
amination. Ophthalmoscopic examination is 
necessary for inspection of the posterior seg- 
ment of the eye. 

Injuries to the eye frequently complicate 
cases of general trauma which crowd the emer- 
gency rooms of the hospitals throughout the 
country, particularly on the week ends and 
holidays. It must be borne in mind that ocular 
tissues are highly specialized and require ex- 
cellent attention. Ophthalmologists frequently 
see cases in which ocular trauma has been 
neglected because the physician who first saw 
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the » :tient did not look at the eyes or felt the 
sym} !oms warranted no more than casual in- 
spec' on and gave no thought to treatment. 
In such instances, an eye or its serviceable 
vision can be lost because of neglect—all 
charveable to the attending physician. One 
shou'd remember that an injured person is 
not ilways capable of revealing every part of 
his body affected, and, quite understandably, 
one eye when he is still seeing well with the 
unatiected eye. The degree of shock may be 
such that a physician is unable to determine 
how much the patient sees or does not see. 

When a physician is confronted with an 
injured person and discovers that one or both 
eyes are involved in the accident, he must be 
able to make decisions—he must know how 
to proceed to determine the extent of injury, 
what to do as a matter of first aid, and what 
patients to refer to an ophthalmologist. 

Eye injuries can be generally divided into 
three types, namely, mechanical, chemical and 
thermal. I shall discuss in this paper a few of 
the more frequent and common eye injuries 
encountered not only in general practice, emer- 
gency rooms of hospitals and industrial plants, 
but occasionally in the offices of specialists. 

While it is true that contusions, lacerations, 
foreign bodies and burns involving the eyes 
vary widely in the nature and degree of in- 
jury they can inflict on an eye, there remain 
certain general features of damage which ap- 
ply to all of them. 

|, therefore, shall call attention to four im- 
portant points that a physician must keep in 
mind whenever he is confronted with an ocu- 
lar injury: 

1. Is the lesion superficial or penetrating? 

2. Is the damage such as to interfere with 
vision? 

3. Are complications likely to develop? 

4. Has the visual acuity of both the in- 
jured and uninjured eye been checked—even 
though the injury appears very minor—to 
avoid future embarrassment should legal ac- 
tion ensue? 


The “Red Eye” 


One of the most common complaints asso- 
ciated with a “red eye” is the sensation of a 
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foreign body in the eye. Thus, important con- 
sideration should be given to the many pa- 
tients who come to physicians with a “red 
eye.” Most physicians seeing a “red eye” think 
only of conjunctivitis or iritis, but it might 
just as easily be due to glaucoma. The differ- 
ential diagnosis by an inexperienced person 
can be a very difficult one. A point that | 
wish to stress is a very simple one, but sur- 
prisingly it is seldom mentioned. 

Take a flashlight and look at the patient’s 
eyes. If the pupils are fairly equal and react 
readily, the patient is not in serious trouble. 
In cases of conjunctivitis, the pupil will ap- 
pear normal in size and will compare favorably 
with the pupil of the other eye as to size and 
reaction to light. In cases of iritis, the pupil 
will be reduced in size and will not compare 
favorably with the pupil of the other eye as to 
size and reaction to light. In cases of glau- 
coma, the pupil is usually dilated and will not 
compare favorably with that of the other eye 
as to size and reaction to light. In other words. 
if the pupils are not equal, the patient is prob- 
ably headed for trouble. 

It can be any physician’s responsibility to 
make a diagnosis and to distinguish iritis from 
glaucoma, but it is the province of the oph- 


thalmologist to treat these diseases. If it is 


believed that the patient has iritis, the physi- 
cian should not take the responsibility of in- 
stilling atropine into the eye. Atropine might 
inadvertently be instilled into a glaucomatous 
eye and produce disastrous results. Nor should 
any physician be guilty of instilling atropine 
into a patient’s eye following the removal of a 
topical foreign body and thereby disable the 
patient for as much as a week. The use of 
atropine in the eyes should be left to the dis- 
cretion of the ophthalmologist. It would be 
well if the atropine solutions and ointments 
in all general hospitals were to be locked up 
with the narcotics. 

Before closing my discussion of the’ “red 
eye,” I should like to call attention to an en- 
tity that I have encountered often in handling 
industrial eye injuries. The worker believes 
he has something in his eye and fixes the time 
of his injury very definitely. A dendritic ul- 
cer of the cornea, which is a virus infection, 
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usually starts acutely with the feeling of a 
foreign body and is accompanied by photo- 
phobia, lacrimation and pain. The eye is gen- 
erally quite injected. Careful inspection of the 
cornea will reveal the deviation from its nor- 
mal smooth, lustrous appearance. When fluo- 
rescein is instilled, a distinct bifurcating green 
line is seen which gives off lateral and terminal 
branches, presenting the form of a dendrite. 
There is no other corneal picture which resem- 
bles this. Therefore, it is pathognomonic. Use 
of any of the steroid preparations is contra- 
indicated. Since conditions of this sort may 
be serious, it is best to refer the patient to an 
ophthalmologist. 


Foreign Bodies 


Recalling the patient with the inflamed. 
painful “red eye,” his discomfort can well 
be caused by the presence of a foreign body, 
ulcer or abrasion of the cornea. All of these 
conditions are common and fall within the 
province of any physician, not only to diag- 
nose but in many cases to treat. 

The most common eye accident encountered 
is the retention of a foreign body on the sur- 
face of the eye or the undersurface of the up- 
per lid. This is a constantly recurring incident 
in domestic, industrial and agricultural life. 
It is not always a trivial matter. If the foreign 
body is not dislodged by manipulation and 
winking of the lids and a profuse flow of 
tears, the patient is frequently incapacitated 
as long as it remains. The trauma caused by 
injudicious and awkward attempts at removal 
of the foreign body or the introduction of in- 
fection may cause damage to vision and even. 
on occasion, the loss of the eye. 

The removal of a foreign body on the sur- 
face of the eye is regarded by medical men 
generally as an event of no great dignity. | 
should like to change this belief. Because you 
are a doctor, and not because you might hap- 
pen to be an ophthalmologist, the patient with 
a cinder in his eye expects you to be able to 
remove it with the greatest of ease. Unfor- 
tunately for the reputation of many, the con- 
dition requires a considerable degree of skill 
in treatment if the particle is to be removed 
without visual damage and without running 
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considerable risk of complications which may 
be of grave importance. 

Certain prerequisites are indispensable for 
the correct and safe removal of a foreign body, 
either superficial or embedded. In all cases, 
the light must be good. The visual magnifica. 
tion of the operator must be sufficient and is 
best obtained with a binocular loupe. The 
physician himself must have good eyesight. 
If one’s vision and manual dexterity are in- 
adequate, one should confine his efforts to the 
removal of those foreign bodies which can be 
removed by irrigation, rather than inflict 
greater trauma to the eye. 

Examination of a patient with an eye in- 
jury is most easily accomplished with the pa- 
tient in a semisitting position. To make an 
adequate preliminary examination, it is neces- 
sary to relieve discomfort and orbicular spasm. 
For this purpose, I use a 0.5 per cent solution 
of tetracaine (PONTOCAINE®) hydrochloride. 
Other local anesthetics that have been recom- 
mended for this purpose include DORSACAINE® 
hydrochloride ophthalmic solution, pycLone® 
solution and OPHTHAINE®. Cocaine should not 
be employed since it produces edema and 
desiccation of the corneal epithelium. It di- 
lates the pupil and may influence intraocular 
pressure. 

Small foreign bodies on the cornea are best 
seen with artificial illumination directed ob- 
liquely at the eye. A 2 per cent solution of 
fluorescein is often an aid in locating a for- 
eign body that otherwise is nearly invisible. 
The fluorescein solution leaves a greenish stain 
at the site of a corneal abrasion and thus out- 
lines the foreign body. 

If the foreign body is not on the cornea. 
one should evert the upper lid with a mois- 
tened cotton-wrapped applicator and should 
remove any foreign body found on the everted 
lid. If it is necessary to evert the lid a second 
time, spasm of the lid will occur and removal 
of the foreign body will be extremely difficult. 

Eversion of the upper lid can be easily ac- 
complished with the patient in a semisitting 
position. The patient is asked to look down 
gently, and not to close his eyes. The unwrap- 
ped end of a moistened applicator is placed 
on the upper lid opposite the top of the tarsus. 
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The |: can be moved freely up and down with 
the a;-plicator thus in place and used to bring 
the l/ into position so one can grasp several 
lashe- in his fingers. With the applicator as 
the fulcrum, one can quickly evert the lid with 
slight outward and upward pull on the lashes. 
[f a {vreign body is exposed on the everted lid, 
one merely turns the applicator end for end 
and picks up the foreign body with the mois- 
tened tip, all in one simple maneuver. 

Removal of a foreign particle from the cor- 
nea requires good surface or topical anesthe- 
sia. If the eye is somewhat hyperemic, 1 or 2 
drops of a 1:1000 solution of epinephrine will 
serve to blanch the injection and will also en- 
hance the effect of the anesthetic drops used. 

Foreign bodies on the surface of the cor- 
nea occasionally may be removed by directing 
a stream of sterile saline solution against them 
from a hypodermic syringe with or without a 
needle attached. Never remove any particle 
from the cornea with a cotton-tipped applica- 
tor. The corneal abrasion that is almost cer- 
tain to be produced in this manner will render 
the patient far more uncomfortable than he 
was with the foreign body. 

Whenever possible, all corneal foreign 
bodies should be lifted off in a single maneu- 
ver with a blunt spud. A sterile hypodermic 
needle supported on a tuberculin or 2 ce. 
syringe is a good emergency alternative. In 
all cases, surgical cleanliness is essential. If 
the foreign body lies at an appreciable depth. 
a sharp spud is required. Many types of eye 
spuds have been devised for this purpose. In 
all cases, the removal should be purposeful 
and clean, for repeated attempts at “picking” 
at a foreign body result in mutilation of the 
cornea, opening potential avenues of infec- 
tion, and lead to a more pronounced residual 
opacity. 

Metallic and carbon (soft coal)-type for- 
eign bodies tend to leave rust stains and eschar 
rings. These actually constitute complications 
of what is generally regarded as a minor in- 
jury. If they are not properly removed with 
care, they can extend the period of discomfort 
and disability for several days. 

After the removal of any foreign body from 
the cornea, the eye should be irrigated. A few 
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drops of an antiseptic solution such as sodium 
sulfacetimide or GANTRISIN® and an appropri- 
ate ophthalmic ointment (sodium sulfaceti- 
mide, NEOSPORIN® or POLYSPORIN®) should 
be instilled before the eye is patched. The pa- 
tient is definitely more comfortable with the 
eye closed. One should explain to the patient 
that, although he has a relatively minor in- 
jury, it is necessary to inflict another minor 
injury in order to remove the foreign body 
and the accompanying stain and eschar. Pa- 
tients will accept the bandaging of one eye if 
the reason for the bandaging is explained. 

If the trauma has been considerable, it often 
is advisable to instruct the patient to apply a 
patch to the other eye when he returns to his 
home. A period of three to six hours is usually 
sufficient to allow for epithelization unless the 
abraded area is large. Atropine should not be 
employed as a routine measure. It is danger- 
ous in cases in which the patients are more 
than 40 years of age, and it causes a patient 
unnecessary inconvenience or economic loss. 
When staining no longer occurs, bandaging 
can be discontinued. A faint area of gray 
superficial infiltration often persists for several 
days at the site of removal of the foreign body 
and causes slight discomfort. In such instances, 
I prescribe the instillation of a drop of a 10 
per cent solution of sodium sulfacetamide in 
methylcellulose, three to five times a day, for 
three days. 


Corneal Abrasions 


The clinical picture presented by a corneal 
abrasion is much more alarming than the sim- 
ple lesion would seem to warrant, owing to the 
free exposure of the sensory nerve endings 
and their constant mechanical stimulation by 
the rubbing of the eyelid over them. The 
symptoms include acute pain, photophobia 
and blepharospasm, accompanied by profuse 
lacrimation in which the other eye partici- 
pates. Reflex miosis of the pupil occurs, and 
circumcorneal ciliary congestion usually is 
present. 

The history is usually so typical as to sug- 
gest the diagnosis, but a small or even a large 
abrasion may be difficult to see objectively 
unless it is brought into evidence by vital 
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staining. The most useful dye for this pur- 
pose is a 2 per cent aqueous solution of fluo- 
rescein. The dye leaves the normal corneal 
and conjunctival surfaces unaltered but stains 
a damaged cornea brilliant green, and the 
damaged conjunctiva, yellow. In the absence 
of such a dye, examination of the cornea by 
oblique focal illumination may reveal irregu- 
larities in the cornea. 

The prognosis of corneal abrasions is gen- 
erally good, for a majority can be healed with- 
in 24 hours. Infection, however, can occur. 
This can result from the traumatic agent, from 
infection already in the conjunctival sac, from 
constant wiping of the eyes with dirty fingers 
or a soiled handkerchief, or from contami- 
nated eye solutions used by the physician who 
is consulted. 

The treatment of uncomplicated corneal 
erosions is simple. It is best to irrigate the eye 
well with sterile saline solution. Homatropine 
can be instilled to overcome the miotic spasm, 
but the prolonged cycloplegia of atropine is 
rarely necessary. Antiseptic drops and oint- 
ment are then instilled. Most important of all 
is a firm pressure dressing, which should not 
be disturbed for at least 24 hours, to immo- 
bilize the lids and prevent their movements 
from mechanically rubbing off the newly re- 
generating epithelium. If the abrasion is ex- 
tensive, and occupies a third or more of the 
cornea—particularly if it involves the pupil- 
lary area—binocular bandaging, with rest in 
bed, is the most satisfactory procedure. Oph- 
thalmologists recognize the inhibitory effect 
of anesthetics on epithelial regeneration, and 
their use is to be discouraged. Antiseptics must 
be chosen wisely for similar reasons. 


Ocular Contusions 


The old-fashioned black eye must not be 
belittled—at least by the physician consulted. 
An accurate estimation of the condition of an 
eye which has undergone contusion often is 
very difficult to make when the injured eye 
first is seen, because of edema, pain, photo- 
phobia and possibly hemorrhage. 

In minor contusions of the eye a variety 
of effects can occur in the various ocular struc- 
tures, the most important of which are the 
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tears and lacerations of the anterior and pos. 
terior uveal tract, hemorrhage, subluxation or 
dislocation of the lens, and damage of the 
retina. 

Simple cleansing may have to be the only 
first procedure. If edema is extreme, or if the 
injury seems severe because of reduced vision 
and perhaps the presence of blood in the ante- 
rior chamber, both eyes should be carefully 
bandaged, cool compresses applied, and the 
patient transferred by stretcher and ambulance 
to an ophthalmologist. 


Chemical Burns 


Chemical burns of the eye present some im- 
portant problems. There is not only immediate 
injury, particularly of the cornea and con- 
junctiva, but there is also a constant, slower 
and more serious injury of the inner structures 
of the eye as the chemical penetrates more 
and more deeply. If a patient is seen soon 
after acid or alkali has been splashed into the 
eye, the injury may appear to be very slight. 
The cornea may appear to be bright, the pupil 
active and the vision good, but within a short 
time the cornea may become clouded and in- 
traocular tissues may be affected. 

There are few instances in which time is 
more important than in cases of chemical 
burns. No effort should be made or time taken 
to prepare or secure specific neutralizing solu- 
tions. Prompt and prolonged irrigation of the 
eyes with water should be instituted as quickly 
as possible. Emphasis should be placed on the 
speed with which this is accomplished. Pa- 
tients with alkali burns should be sent to an 
ophthalmologist as quickly as possible, but 
first-aid irrigation should be done. 


Wounds of the Eyelids 


The general physician is frequently the first 
to see these wounds, which are common after 
automobile accidents. The adequacy of the 
first-aid treatment frequently determines the 
final cosmetic result, which is obviously of 
great importance to the patient. 

Before deciding what should be done with 
any wound involving the skin of the lids, a 
thorough inspection must be made to deter- 
mine exactly what structures are involved. 
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wheter the wound involves only the skin or 
deep: : layers of the lid, and whether the globe 
itself is injured. The possibility of injury to 
one «analiculus or both canaliculi when the 
wounds are near the inner angle should be 
kept in mind. 

Wounds around the eyes involve areas rich- 
ly supplied with blood vessels. Before any- 
thing else is done, bleeding must be stopped 
by compression and application of hot packs. 
and, if large arteries are torn, by picking them 
up with hemostats and ligating them. 

In automobile accidents facial injuries may 
be only a small part of the total trauma, and 
the damage to the lids and eyeball may have 
to wait. If the damage to the lids can be treated 
immediately, the wounds should be thorough- 
ly irrigated with sterile saline solution, and 
all foreign material removed. Tags of skin 
should be carefully saved. There is a rich sup- 
ply of blood in this area, and tissue need not 
be sacrificed as is frequently done in other 
localities. The ophthalmologist knows the im- 
portance of precise repair of wounds of the 
eyelids, but other physicians who are likely 
to see the patients first are less likely to be 
aware of this necessity. There is no need to 
make immediate repair of such lacerations of 
the lids that might involve the lid borders, the 
lacrimal drainage system or the levator (lid 
raising) muscle. The closure of these wounds 
should be left to those experienced in this 
field, especially to those who possess the in- 
struments and proper suture material for the 
purpose. In the meantime, sterile antibiotic 
or sulfonamide ointment and sterile dressings 
should be applied, antibiotics should be ad- 
ministered parenterally and tetanus antitoxin 
or toxoid should be used. 


Estimation of Damage 


| want again to stress the careful evalua- 
tion of any damage to the eyeball. Some esti- 
mation of the patient’s visual acuity is most 
desirable as soon after injury as possible. 

Subconjunctival hemorrhage, while alarm- 
ing to see, is usually of no great consequence. 
It may cover the site of a perforation or rup- 
ture of the globe. This is usually associated 
with immediate loss or severe reduction of 
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vision due to intraocular hemorrhage. Its pres- 
ence can usually be suspected by careful digi- 
tal palpation of the globe through the closed 
lids. If the globe has been perforated or rup- 
tured, the eye usually feels mushy soft when 
palpated. 

One should look for foreign bodies on the 
cornea, lacerations of the cornea, the presence 
of blood in the anterior chamber, as well as 
the prolapse of intraocular tissues. If any- 
thing other than a superficial foreign body is 
found, it is best to patch the eye and get the 
help of an ophthalmologist. Further damage is 
best prevented by patching both eyes and mov- 
ing the patient by stretcher. 


Local Use of Antibiotics, 
Sulfonamides and Anesthetics 


I should like to stress certain precautions 
and suggestions on the use of antibiotics and 
sulfonamide drugs about the eyes. They con- 
stitute no startling revelations, but merit repe- 
tition. First, the indiscriminate use of these 
agents is to be avoided. Second, whenever 
feasible, the organism in case of an infection 
should be cultured and its sensitivity to anti- 
biotics determined. Third, unless sensitivity 
findings give a contrary indication, the local 
‘use of antibiotics should be restricted to those 
drugs that do not have a widespread use sys- 
temically and which only rarely produce 
hypersensitive reactions. These include such 
agents as neomycin, bacitracin and polymyxin 
B. Neomycin, in particular, has been found 
to be valuable for local antibiotic application 
since it has a rather wide spectrum and only 
rarely invokes a hypersensitivity response. 
Combinations of these drugs are now avail- 
able in both solution and ointment form (Neo- 
sporin and Polysporin). 

So far as their antibacterial spectrum is con- 
cerned, there is little difference in the sulfona- 
mides. Sulfacetimide and Gantrisin are both 
widely and safely used in ophthalmology as 
local agents. 

There is considerable temptation from the 
humanitarian standpoint to prescribe anal- 
gesics in cases of painful eye injuries, but, 
because of their tendency to inhibit epitheliza- 
tion, local analgesics should be used sparingly. 
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Conclusions 


Every physician, general practitioners in 
particular, should be prepared to take care of 
the common and frequent ocular emergencies 
that I have enumerated. In the majority of 
cases of eye injuries, general practitioners and 
house staff physicians are called on more fre- 
quently perhaps than most ophthalmologists 
to render the original treatment. For medico- 
legal reasons, I again want to stress the im- 
portance of a concise but detailed history and 
the recording of all pertinent findings, includ- 
ing the vision of both eyes with and without 
glasses. One must be able to recognize one’s 
limitations and be guided by them. With a 
sense of propriety. one may remove a foreign 


body from the upper lid and even from the 
cornea. Primary abrasions of the cornea or 
those inflicted by the physician in removing a 
foreign body must be treated by pressure 
bandage. Do not hesitate to advise the patient 
to patch the other eye when he returns to his 
home. The patient will be unable to do any. 
thing anyway, and this will insure his com- 
fort and rapid recovery. 

If contusions are severe or are associated 
with a reduction of vision, the patient should 
be referred to an ophthalmologist. Lacerations 
of the lids which involve only the skin can be 
repaired by any physician. If they involve the 
margins of the lids, the canaliculi or the tar- 
sal plates, the patient should be referred to an 
ophthalmologist. 
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Evaluation of Vertigo 


DIFFERENTIAL DIAGNOSIS OF MENIERE’S 
DISEASE, ACUTE LABYRINTHITIS, TUMORS 
OF THE CEREBELLOPONTINE ANGLE AND 
INSUFFICIENCY OF THE BASILAR ARTERY 


FRED PLUM* 


University of Washington School of Medicine. Seattle 


vertigo consists 
of a sensation of direc- 
tional whirling or turn- 
ing. It is this percep- 
tion of rotation which 
makes vertigo such a 
distinctive symptom 
and separates it from 
the many other less 
well-defined causes of 
dizziness. FRED PLUM 
Vertigo results from 

acute or paroxysmal disorders of those sen- 
sory end organs and central neural structures 
involved in maintaining equilibrium. (More 
chronic disturbances affecting these same 
structures may also produce disequilibrium, 
but the resulting sensation generally is one of 
postural deviation without a clear sense of 


*Head, Division of Neurology, University of Washington School of 
Medicine. Seattle, Washington 
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turning.) The peripheral labyrinth is the most 


important sensory organ contributing to main- 
taining balance, and dysfunction of the laby- 
rinth or of its central connections in the ves- 
tibular nuclei is thus the most frequent cause 
of vertigo. Proprioceptive impulses from the 
neck and from the eye muscles (through the 
medial longitudinal fasciculus) also have im- 
portant vestibular connections. In addition, 
the cerebellum and the temporal lobe and 
visual cortex are closely interrelated with the 
vestibular nuclei. Involvement of any of these 
central neural structures, therefore, is also a 
potential source of vertigo. Figure 1 diagrams 
some of the sensory and central structures in- 
volved in equilibrium and indicates illnesses 
which may affect them to produce vertigo. 


Dizziness and Syncope 


Vertigo must be distinguished from other 
forms of dizziness, particularly from faint- 
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Vestibular nerve 


Cerebellum 


Acute neuritis? 
Meningitis 


Internal auditory artery 


Cerebellopontine angle tumors 


Acute infarcts or 
infections in region of 
flocculonodular lobe 


Cerebral cortex 
Focal lesions of 
superior temporal gyrus\ _ 


Migraine? 
Hypertensive encephalopathy 


(Labyrinthine artery) 


Occlusion of inferior 
cerebellar artery 
Basilar insufficiency? 


Petrous bone 


longitudinal 
fasciculus 


Blockage due to 
1. infection 
2. aero-otitis 


Petrositis 
{ Vestibular nuclei 
Ext. \e AAS Multiple sclerosis 
4 be Acute vestibulitis 
4 WO (epidemic vertigo)? 
_cana Pontine abscess 
blockage = Syringobulbia 
ith 
wi wax hy 
Labyrinth 
Infection 
2 \ 
Middle ear and mastoid 1. viral 
infections 2. bacterial 
Eustachian tube Hydrops (Meniere's) 


Blood dyscrasia— 
leukemia, anemia 


FIGURE 1. Sensory and central structures involved in equilibrium and the illnesses which may affect them to produce 


vertigo. 


ness and syncope. Since vertigo is a sensation 


symptoms and in the psychogenic basis of the 


which would be quite appropriate if the pa- difficulties. 
tient actually were turning in space, the phy- Syncope means a brief loss of conscious- 
sician has a common experience to employ as__ ness, but common usage restricts the term to 


a frame of reference for his patient’s com- 
plaint. Dizziness and faintness, in contrast to 


loss of consciousness due to vascular causes 
rather than to other illnesses such as epilepsy. 


vertigo, are characterized more by a sense of | Syncopal attacks associated with blurred vi- 


nondirectional unsteadiness within the head. 
and the physician often may have difficulty 
in understanding exactly what the patient is 


sion, temporary faintness and a giddy feeling 
are merely less intense manifestations of the 
same mechanism. Cerebral blood flow in syn- 


experiencing in his attacks. Thus, the com- cope is transiently reduced below the critical 


plaint of dizziness may be used to describe 
lightheadedness, giddiness associated with 


level required to maintain normal function 
in the brain stem structures subserving con- 


mild to moderate rocking or floating sensa- — sciousness.' In young persons, the genesis of 
tions, transient feelings of unreality, brief | most syncopal attacks is a transient failure of 


lapses in conscious contact, and bizarre 
changes in awareness which the patient finds 
difficult to describe. The causes of dizziness 
are legion, although many are closely linked 
to syncope. both in the mechanism of their 
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peripheral vasomotor reflexes to produce suf- 
ficient vasoconstriction in dependent vascular 
beds. The blood pressure drops when the pa- 
tient is in the erect position, and unconscious- 
ness or collapse results. The cerebral blood 
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flow '- quickly resumed when the patient falls 
to th» horizontal position. Most syncope of 
this t.pe is a psychophysiologic reaction in 
whic! feelings of fear. rejection and helpless- 
ness prominent. 

In older persons, syncope often results from 
organic cerebral vascular and cardiovascular 
disease. An increased resistance within the 
cerebral arterial bed may necessitate an in- 
creased intravascular pressure to sustain capil- 
lary blood flow. Only minor changes in the 
blood pressure and blood flow may be re- 
quired to change the capillary blood flow 
enough to impair consciousness. In the cardio- 
vascular system, Adams-Stokes attacks, aortic 
stenosis, or transient disturbances in cardiac 
rhythm may cause marked brief reductions in 
cardiac output and, thereby, interrupt con- 
sciousness. Engel has discussed in detail both 
these and many other causes of fainting in an 
excellent monograph which should be consult- 
ed for details. 


Evaluation of Vertigo 


Whether the patient feels that he is spin- 
ning in the environment or that the environ- 
ment is spinning around him is relatively un- 
important in the evaluation of vertigo. It is 
the direction of spinning which identifies the 
site of the lesion. Thus sudden stimulation of 
one labyrinth or its central connections pro- 
duces a sense of reeling to the opposite side. 
while sudden destruction produces the reverse 
sensation. Most vertigo results from unilateral 
irritative lesions: consequently, the sense of 
spinning is usually toward the opposite side of 
the head. 

Vertigo, as a rule, is sudden in onset and 
often just as abrupt in its disappearance. Ver- 
tiginous feelings are intensified by movements 
of the head, and commonly are accompanied 
by intense nausea, frequently with vomiting. 
If vertiginous feelings are severe. autonomic 
changes associated with pallor. sweating and 
faintness may ensue. These changes follow the 
onset of vertigo. They do not appear as an 
integral part in the beginning of the attack. 
as they do in simple fainting. 

Vertigo is most frequently a manifestation 
of intrinsic labyrinthine disease. Acute lesions 
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of the brain stem involving the vestibular 
nerve and nuclei also regularly produce verti- 
go. Chronic neural lesions are infrequent as 
causes of vertigo except when they produce 
intermittent acute changes in vestibular func- 
tion. Although cerebral hemispheric lesions 
may produce vertigo as a focal component of 
an epileptic attack, such lesions are excep- 
tional even in a specialized neurologic prac- 
tice. Alpers® has reviewed in detail the central 
causes of vertigo. The differentiation of cen- 
tral (neurologic) and peripheral (labyrin- 
thine) causes of vertigo may be very difficult 
or impossible to make if only the quality of 
the vertigo is considered. Unconsciousness or 
associated signs of involvement of the brain 
stem or cranial nerves always point to a cen- 
tral lesion. Similarly, nystagmus without verti- 
go points toward a central lesion, while vertigo 
without nystagmus usually indicates peripheral 
disease. One seldom encounters cases of hys- 
terical vertigo in which no adequate physio- 
logic basis can be found. Other, less well- 
defined symptoms are much more frequent in 
psychogenic disequilibrium. One. therefore. 
should be cautious about postulating a purely 
psychogenic basis in a case of true vertigo. 

Of the large number of potential lesions 
producing vertigo diagrammed in figure 1. 
many are clinically obvious from their asso- 
ciated manifestations, while others constitute 
only rare problems. Four conditions which 
often seem to provide problems in differential 
diagnosis, however. are Meniere’s disease. 
acute labyrinthitis, cerebellopontine angle tu- 
mors, and vascular insufficiency of the basi- 
lar artery or its inferior cerebellar branches. 
Table 1 indicates the chief differential points 
in signs, symptoms and laboratery tests which 
help in distinguishing these illnesses. 


Meniere’s Disease 


Meniere's disease produces disturbances in 
the membranous labyrinth and cochlea of the 
inner ear. The etiology and pathogenesis are 
unknown, although, pathologically, the laby- 
rinth and cochlea undergo hydropic degenera- 
tion.* Most patients experience the onset of 
their symptoms between the ages of 25 and 
55 years. The early symptoms consist of aural 
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TABLE | 


DIFFERENTIAL POINTS IN ANALYZING VEKTIGO 


MENIERE’S 


ACUTE ACOUSTIC BASILAR 
DISEASE LABYRINTHITIS NEURINOMA INSUFFICIENCY 
Vertigo 

Intensity +++ 

Onset Apoplectic Sudden Gradual Sudden 

Duration Minutes to hours Days Minutes Minutes 

Directional quality ++ to ++ 
Tinnitus Oto 4 0 to 4 
Deafness 

Low tone only Present 0 _ 

Low and high tone 0 Tag a ee | 0 
Recruitment Present 0 0 0 
Headache Oto ++ 0 0 
Nystagmus 

During attacks 0 to ++ 0 to + +++ +4 

Between attacks 0 0 0 
Caloric reaction Normal or reduced | Normal or reduced | Absent Normal 
Protein in cerebrospinal fluid (meg. per 20 to 60 20 to 50 More than 70 20 to 70 

100 cc.) 

Cranial nerve signs 0 Third and sixth | Third to twelfth | During attack- 
inclusive 
Pyramidal, cerebellar or body sensory 0 0 Oto +++ | During attacks 
signs 
Roentgenographic abnormality of skull 0 0 Present in 0 
50 to 70% 


tinnitus and a distinctive type of cochlear deaf- 
ness. Sooner or later, the course is punctuated 
by recurrent attacks of severe vertigo. If the 
illness remains untreated. total deafness may 
supervene in the involved ear. When this oc- 
curs, recurrent vertigo ceases. The disorder is 
occasionally bilateral. 

The vertigo in Meniere’s disease is intense. 
The attacks usually come without warning 
and the patient may suddenly reel to one side 
or be pitched to the ground. Nausea. vomiting 
and pallor accompany the attack. and the 
autonomic reaction may occasionally induce 
syncope. The duration of vertigo usually is 
relatively brief, and the attack lasts for min- 
utes to a few hours. Thus, more sustained 
vertigo over a period of several days would 
place doubt on the diagnosis of uncomplicated 
Meniere’s disease. 

Tinnitus is the most prominent sustained 


618 


symptom. It is localized to the side of the dis- 
eased inner ear and is continuous (though 
waxing and waning in intensity), nonpulsat- 
ing, and perceived as loud enough to be a con- 
stant annoyance. The tinnitus of Meniere’s 
disease often has a roaring component in con- 
trast to eighth nerve tinnitus which usually 
has a metallic ringing quality. During ver- 
tiginous attacks, the tinnitus may become more 
intense. 

The hearing loss in Meniere’s disease re- 
sults from cochlear damage. It is greatest to 
low tones, and auditory tests demonstrate “re- 
cruitment.” (With the phenomenon of recruit- 
ment, differences in hearing between the two 
ears become progressively less as the sound 
intensity of any given tone is increased.) Am- 
plification of sounds to the involved ear, how- 
ever, characteristically results in distortions 
in tonal quality so that speech and other finely 


POSTGRADUATE MEDICINE 


m 


Ww 
el 
ri 
a 
r 
t 
0 
t 
| 
t 
I 
t 
‘ 
‘ 


mod lated sounds lose their clear quality. 

H-adache is sometimes present in patients 
wit! Meniere’s disease and is periaural, mod- 
eral in intensity and usually intermittent. On 
rare occasions the headache is so continuous 
and intense as to suggest a neoplasm of the 
postcrior fossa.” 

\ystagmus is an inconstant finding. As a 
rule. nystagmus. with its quick component to- 
ward the side of the involved ear, is present 
during an attack of vertigo. Significant nys- 
tagmus between attacks of vertigo does not 
occur in cases of uncomplicated Meniere’s 
disease and points instead to a brain stem dis- 
turbance or to a different type of labyrinthine 
lesion. Except for the labyrinthine abnormali- 
ties. cranial nerve abnormalities or other neu- 
rologic signs are absent in Meniere’s disease. 

Caloric tests (irrigations of the ear drum 
with cold or ice water) usually reveal an in- 
tact or hypoactive labyrinth in Meniere’s dis- 
ease. In the very late stages of the disease, a 
persistent unresponsiveness to ice water irri- 
gation may occur, but this finding is more con- 
sistent with involvement of the eighth nerve. 

The protein content of the cerebrospinal 
fluid may be elevated to 50 to 70 mg. per 100 
cc. in a few cases of Meniere’s disease, but 
usually it is normal. There is no alteration in 
other components of the cerebrospinal fluid. 

Laboratory studies are unremarkable ex- 
cept as noted. Roentgenograms of the skull 
and inner ear structures show no related ab- 
normality of the internal auditory meatus. 
temporal bones or mastoid processes. 

Many forms of medical treatment have been 
recommended for Meniere’s disease. The ill- 
ness is often marked by periods of remission. 
so that any therapy may seem to help mo- 
mentarily. Meniere’s disease is reminiscent of 
migraine in its recurring paroxysms during 
which the degree of temporary dysfunction so 
greatly outstrips the evidence of pathologic 
change. Indeed, in some cases, Meniere’s dis- 
ease is actually associated with migraine,° and 
genetic studies show migraine in the forebears 
of 35 per cent of patients with Meniere’s dis- 
ease. (Approximately 70 per cent of patients 
with migraine have an ancestral history of head- 
ache.) Though Meniere’s disease has been 
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postulated to have a migrainelike vascular 
basis, this has never been proved. Neverthe- 
less, I would agree with Fowler and Zeckel‘ 
that the attacks of Meniere’s disease often ap- 
pear to be related to life stress, and that ap- 
proaching this aspect of the patient’s problem 
often yields greater success than does other 
nonsurgical treatment. 

Refractory and incapacitating attacks of 
Meniere’s disease should be treated surgical- 
ly. The success of procedures removing the 
membranous labyrinth® has been sufficient to 
make intracranial section of the eighth cranial 
nerve appear unjustified in most instances. 


Acute Toxic Labyrinthitis 
or Vestibulitis 


Acute toxic labyrinthitis is perhaps the most 
frequently encountered cause of vertigo. The 
nature of the condition is obscure, as the 
course of the disease is benign and pathologic 
observations are lacking. Localized outbreaks 
of this illness have been called epidemic verti- 
go by European writers, some of whom have 
assumed that it was a form of encephalitis.”:* 
Others have called the illness vestibular neu- 
ronitis,"’ incriminating acute neuropathy of the 
eighth cranial nerve. In some cases of acute 


. labyrinthitis other cranial nerve signs occur 


along with the vertigo; this, plus the fact that 
typical multiple sclerosis develops in a few 
cases, suggests that the involvement may be 
in the brain stem and located in the vestibular 
nuclei. For this reason, the disease may be 
more accurately referred to as an acute, be- 
nign vestibulitis. For convenience, however, 
the more familiar term acute labyrinthitis is 
retained here. 

Typically, acute labyrinthitis is an illness 
affecting predominantly persons between 18 
and 40 years old. The attacks are usually soli- 
tary, and are ushered in with symptoms of 
vertigo coinciding with an afebrile respira- 
tory infection or general malaise. There is 
often an associated diplopia. The attacks last 
for several days to a week or more. The onset 
is usually abrupt but the resolution is gradual, 
and positional vertigo may outlast other symp- 
toms for weeks. There are no sequelae. A few 
patients are subject to repeated attacks of 
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acute labyrinthitis spaced many months or 
years apart. Since an episode indistinguish- 
able from acute labyrinthitis may occasionally 
be the earliest manifestation of multiple scle- 
rosis, careful follow-up study of these patients 
is indicated. The cause of acute labyrinthitis 
is unknown. As is often the case in conditions 
in which the disease process is obscure, toxic 
and allergic factors have been postulated, but 
there appears to be little to support these hy- 
potheses over others. 

Vertigo in cases of acute labyrinthitis, al- 
though moderately severe, lacks the marked 
intensity of that seen in cases of Meniere’s dis- 
ease. The vertigo usually increases in intensity 
during the first few hours of the illness, and at 
this period is often sustained no matter what 
position the patient assumes. Although there 
is nausea, vomiting is infrequent. As the ill- 
ness recedes, vertigo disappears when the 
head is held still, particularly if the involved 
side is placed dependently. However, changes 
in position, especially if rapid, continue to in- 
duce vertigo for several days after this, and 
positional disequilibrium may be complained 
of for weeks. 

The cochlea and central auditory connec- 
tions are spared in cases of acute labyrinthitis. 
Deafness is lacking and tinnitus is either ab- 
sent or mild and transient. There is no head- 
ache. Nystagmus is sometimes present, but not 
always. When it does oceur, the quick com- 
ponent of the nystagmus is usually toward the 
involved side. Many patients with acute laby- 
rinthitis also have transient weakness in one 
or more of the motor nerves of the eye on the 
same side as the vestibular difficulties. Pupil- 
lary abnormalities may be present.” The visual 
signs, either of diplopia or nystagmus, seldom 
last more than a few days, so that more sus- 
tained visual defects, other cranial nerve ab- 
normalities, or abnormal neurologic signs in 
the extremities indicate a more serious lesion 
of the brain stem. 

In the cases of acute labyrinthitis which | 
have observed, caloric tests have revealed a 
normal or accentuated reaction, although Dix 
and Hallpike reported that these tests revealed 
a reduced response in their cases of vestibular 
neuronitis. The cerebrospinal fluid is normal 
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in all respects, and other laboratory tests do 
not disclose any abnormality. 

The treatment of acute labyrinthitis is symp. 
tomatic. During the first few days, the patient 
is seldom comfortable unless he is in bed with 
the affected ear in the dependent position. 
DRAMAMINE® or BONAMINE® usually relieves 
most of the vertigo, and continues to be help- 
ful into the convalescent period if positional 
vertigo persists. 


Tumors of the Cerebellopontine Angle 


Tumors of the cerebellopontine angle, of 
which acoustic neurinoma is by far the most 
frequent, are sometimes confused with Meni- 
ere’s disease. As a rule, however, tumors of 
the cerebellopontine angle produce such clear- 
ly different changes that a carefully taken his- 
tory and physical examination will distinguish 
these two conditions. 

Acoustic neurinomas may affect patients of 
any age, but they occur most frequently in 
patients who are between 30 and 55 years of 
age. The onset is gradual, and the patient sel- 
dom can date the beginning of the earliest 
symptoms such as headache and deafness. 
Symptoms frequently have been present for 
many years before a definite diagnosis is made. 

In cases of acoustic neurinoma, vertigo is 
inconstant, and it rarely is more than mild 
and momentary when it does occur. More fre- 
quent than vertigo are feelings of directional 
disequilibrium without rotation, along with an 
unsteady gait which may be characterized by 
periodic veering to one side or a constant 
tendency to drift laterally. The disequilibrium 
extends to other acts as well, and cerebellar 
tests may show past-pointing and a loss of co- 
ordination in the extremities on the same side 
as the tumor. 

Tinnitus is usually present in the involved 
ear, but it is likely to be so mild that patients 
must be specifically asked whether they notice 
it. Unilateral deafness is practically constant 
and represents one of the most prominent find- 
ings. The deafness is of the nerve type, affects 
both high and low tones, and nearly always is 
severe. In fact, unilateral deafness is usually 
complete by the time the patient consults a 
physician. Sometimes, the onset of deafness 
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is so ‘nsidious that patients fail to recognize 
its presence until hearing tests are carried out. 

H: .dache is an early and prominent symp- 
tom. [he headache of acoustic neurinoma 
tend- !o be mild to moderate in intensity. The 
pain is steady, located in or behind the in- 
volve:| ear, and usually has been present for a 
considerable time (months or years) by the 
time the patient is first seen. In the late stages 
of augle tumors, when increased intracranial 
pressure develops, the headaches become gen- 
eralized and throbbing, and are of no local- 
izing value.'* 

Nystagmus is an almost invariable finding. 
The nystagmus is at first detectable when the 
gaze is deviated toward the side of the lesion 
and has its quick component toward this side. 
Later, nystagmus develops in other directions 
of gaze as well, and if the vestibular nerve on 
the side of the tumor becomes destroyed, the 
quick component of the nystagmus may shift 
toward the opposite ear. 

The caloric tests in acoustic neurinoma usu- 
ally show no reaction on the involved side, in- 
dicating an insensitive labyrinth. Exceptions 
to this finding are rare.'* The caloric response 
in the uninvolved ear, of course, is unaffected. 

Examination of the spinal fluid shows that 
the value for the protein is more than 70 mg. 
per 100 cc. in the overwhelming majority of 
cases of acoustic neurinoma. Indeed, if roent- 
genographic examination does not disclose de- 
struction of the internal auditory meatus, the 
diagnosis of acoustic neurinoma can hardly be 
made unless the concentration of protein in 
the spinal fluid is elevated. 

Signs and symptoms of cranial nerve in- 
volvement outside the eighth nerve are almost 
the rule in cases of acoustic neurinoma. The 
earliest associated neurologic finding is a 
small patch of hypesthesia immediately be- 
hind the pinna of the ear on the involved side. 
(This is due to involvement of the cutaneous 
sensory branch of the facial nerve’* which ac- 
companies the eighth nerve through the in- 
ternal auditory meatus.) Homolateral corneal 
hypalgesia is another early sign, as is subtle 
homolateral facial weakness. Later in the 
course, expansion of the neoplasm progres- 
sively involves a number of adjacent struc- 
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tures and produces homolateral paralysis of 
the fifth, sixth, seventh and tenth cranial 
nerves, homolateral cerebellar signs, and py- 
ramidal tract abnormalities and sensory signs 
in the contralateral extremities. Finally, ob- 
struction to the ventricular system occurs, 
which results in papilledema and in other mani- 
festations of increased intracranial pressure. 

The treatment of acoustic neurinomas is 
surgical. Since total removal without major 
damage to adjacent neural structures becomes 
progressively more difficult as these tumors 
enlarge, it is obvious that patients should be 
referred to a surgeon as soon as the presence 
of the tumor is strongly suspected. 


Vascular Insufficiency of the Basilar 
Artery and Its Branches 


Thrombosis of the posterior inferior cere- 
bellar artery produces intense vertigo along 
with the other characteristic manifestations of 
the syndrome of lateral medullary infarction. 
There is an acute onset of prostration, nausea 
and vomiting, singultus and severe dysphagia. 
Sweating may be prominent on the contra- 
lateral side of the face. On the side of the 
lesion, one finds nystagmus, facial hypalgesia. 
pharyngeal and laryngeal paralysis, Horner’s 


syndrome, cerebellar signs and, often, tongue 


weakness. In the extremities contralateral to 
the lesion, there are mild defects in pain and 
temperature sensation and occasionally mild 
and temporary pyramidal tract signs. 

These signs of actual thrombosis of the 
posterior inferior cerebellar artery are well 
known and require no elaboration. It is less 
widely appreciated that attacks of acute verti- 
go in the middle aged may reflect temporary 
insufficiency in the basilar artery circulation 
or may presage impending occlusion of the 
posterior inferior cerebellar artery. Recogni- 
tion of this possibility is important, for evi- 
dence is accumulating that prompt treatment 
of patients with this type of vertigo may pre- 
vent subsequent arterial thrombosis and severe 
neurologic damage. 

There are two patterns of vertigo in older 
patients which appear to result from arterial 
vascular disease of the posterior fossa. The 
first type is indistinguishable in its signs and 
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symptoms from the illness called acute laby- 
rinthitis in younger patients. The vertigo 
comes on suddenly and may last for several 
days. Tinnitus, deafness, nystagmus and other 
neurologic signs are minimal or absent, but 
nausea is prominent and the vertigo is ac- 
centuated by positional change. Instead of 
making an uncomplicated recovery, however. 
several of my elderly patients with this illness 
have developed a characteristic lateral medul- 
lary infarction after several days of vertiginous 
symptoms and have suffered severe additional 
neurologic damage. Other cases with a similar 
picture have been reported.’® These serious 
sequelae have led me to regard attacks of 
acute labyrinthitis in elderly patients as warn- 
ings of impending thrombosis of the posterior 
inferior cerebellar artery until this theory is 
proved otherwise. 

Intermittent insufficiency of the basilar ar- 
terial system is the other vascular illness of 
older persons in which vertigo is prominent. 
Recognition of the frequency of this condi- 
tion and of its response to anticoagulants is 
largely due to the studies initiated by Millikan 
and Siekert.'® 

The symptoms and signs of basilar artery 
insufficiency are due to transient dysfunction 
in the brain stem nuclei and tracts supplied 
by the basilar artery and its branches. Clinical 
abnormalities come on repeatedly, sometimes 
several times a day, and usually last 5 to 15 
minutes. They generally subside without leav- 
ing any residual neurologic signs. Any one at- 
tack, however, may progress into an actual 
vascular thrombosis. Momentary confusion. 
diplopia, blurred vision, slurred speech, ver- 
tigo, nausea and vomiting, and numbness or 
weakness involving either or both sides of the 
body are the characteristic symptoms. Tinnitus 
is either lacking or so mild as to be a minor 
feature. Neurologic signs may include per- 
ceptual blindness in part or all of the visual 
fields, nystagmus, oculomotor palsies, and mo- 
tor or sensory signs involving either or both 
sides of the body. There is a considerable tend- 
ency for the recurrent attacks to differ from 
one another in the quality of their symptoms. 
Vertigo, however, has been found to be the 
single commonest symptom in those cases in 
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which basilar artery thrombosis has developed 
subsequently. 

Attacks of basilar insufficiency causing ver. 
tigo differ from orthostatic hypotension in that 
they do not respond to changes in the patient’s 
position. Positional forms of vertigo are more 
transient in nature and seldom last more than 
a few seconds. The presence of Meniere’s dis. 
ease is ruled out because tinnitus is usually 
insignificant in basilar artery disease and the 
characteristic findings of cochlear deafness are 
absent. The caloric tests in cases of basilar in- 
sufficiency show no deficit in labyrinthine sen- 
sitivity. The spinal fluid examination is nor- 
mal except for the protein content which at 
times is moderately increased. 

The treatment of impending thrombosis of 
the posterior inferior cerebellar artery con- 
sists of rest in bed and the symptomatic relief 
of vertigo with Bonamine or Dramamine. In 
addition, it is my practice to administer hepa- 
rin first and then to carry out more sustained 
anticoagulation with DICUMAROL.® Anticoagu- 
lation is maintained for one to two weeks fol- 
lowing the subsidence of all symptoms and 
then is cautiously discontinued. Cessation of 
administration of anticoagulants has not been 
followed by further neurologic damage in pa- 
tients with an isolated attack of severe and 
protracted vertigo, although time has not per- 
mitted enough long-term follow-up studies to 
predict the ultimate results. 

Patients in whom acute recurrent vertigi- 
nous attacks are but one manifestation of the 
more protean symptoms of basilar artery in- 
sufficiency are carefully evaluated as candi- 
dates for more prolonged anticoagulation ther- 
apy. Evidence is accumulating from many 
series, including my own, that careful regula- 
tion of anticoagulant drugs may bring about 
a marked reduction in the number and fre- 
quency of the recurrent attacks of basilar ar- 
tery insufficiency.'*:'® In my own series, pro- 
thrombin levels are kept between 20 and 30 
per cent of normal in most instances and the 
prothrombin time is checked weekly once a 
properly controlled regimen has been insti- 
tuted. The initial anticoagulation is carried 
out in the hospital. Since the anticoagulation 
program is difficult to maintain, and expen- 
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sive .ad somewhat hazardous, a clear response 
to t! -rapy is required before undertaking pro- 
long. d treatment with anticoagulants. Severe 
liver disease, active peptic ulceration, azo- 
temi. and severe hypertension contraindicate 
the \nticoagulant program. 

I» contrast to the apparent usefulness of 
anticoagulants in ameliorating or preventing 
attacks of basilar artery insufficiency, I have 
observed no therapeutic value in cases in which 
actual infarction is due to thrombosis of the 
posterior inferior cerebellar or basilar arteries. 
Also, since infarction of the brain stem is fol- 
lowed by acute neurogenic gastrointestinal ul- 
ceration and erosion,” anticoagulation will 
considerably increase the risk of fatal hemor- 
rhage from such lesions. Thus care is required 
in the selection of patients with vascular dis- 
ease of the brain stem who will receive this 
type of therapy. 


Summary 


Vertigo is a clearly defined symptom re- 
sulting from acute dysfunction of the peripher- 
al labyrinths or their direct peripheral and 
central nervous system connections. The pres- 
ence of nonspecific dizziness or syncope must 
first be ruled out by the history before one can 
evaluate the patient with vertigo. Meniere’s 
disease, acute labyrinthitis, tumors of the cere- 
bellopontine angle, and vascular insufficiency 
of the basilar artery are sometimes confused 
with one another as causes of acute or recur- 
rent vertigo. There are characteristic signs. 
symptoms and laboratory findings which help 
to distinguish these diseases. 

In the treatment of vertigo, due either to 
impending thrombosis of the posterior inferior 
cerebellar artery or to recurrent basilar in- 
sufficiency, anticoagulants may be of great 
value. The effective use of anticoagulants is 
difficult and sometimes hazardous, however. 
and several conditions contraindicate their 
employment. A clear response to early treat- 
ment should be observed before long-term 
anticoagulant therapy is used. 


REFERENCES 


1. Scuermnserc, P. and Steap, E. A., Jr.: Cerebral 
blood flow in male subjects as measured by the 


December 195% 


6. 


20. 


. Encer, G. L.: Fainting: Physiological and Psycho- 


. Fowter, E. P. and Zecker, A.: Psychosomatic as- 


. Cawtuorne, T. and Hewett, A. B.: Meniere’s 


. LetsHmMan, A. W. D.: “Epidemic vertigo” with ocu- 


. T.: Further studies on epi- 


. Wotrr, H. G.: Headache and Other Head Pain. 


. SuepuHarp, R. H. and Wapta, H. N.: Some observa- 
. Bropat, A.: Neurological Anatomy in Relation to 


. Ensign, W. G.: Meniere’s syndrome as a premoni- 


. MicurKan, C. H. and Siekert, R. G.: Studies in 


. Srexert, R. G. and Mivirkan, C. H.: Studies in 


. Fisuer, C. M.: Anticoagulant therapy in cerebral 


nitrous oxide technique. Normal values for blood 
flow, oxygen utilization, glucose utilization, and pe- 
ripheral resistance, with observations on effect of 
tilting and anxiety. J. Clin. Invest. 28:1163 (Sep- 
tember) 1949. 


logical Considerations. Springfield, Illinois, Charles 
C Thomas, 1950. 
Avprers, B. J.: Vertigo: Its neurological features. 
Tr. Am. Acad. Ophth. 46:38 (October) 1941. 
Haipike, C. S. and Cairns, H.: Observations on 
the pathology of Meniere’s syndrome. J. Laryng. & 
Otol. 53:625 (October) 1938. 
Symonps, C.: Significance of vertigo in neurological 
diagnosis. J. Laryng. & Otol. 66:295 (July) 1952. 
AtKinson, M.: Meniere’s syndrome and migraine; 
observations on a common causal relationship. Ann. 


Int. Med. 18:797 (May) 1943. 


pects of Meniere’s disease. J.A.M.A. 148:1265 (April 
12) 1952. 


disease. Proc. Roy. Soc. Med. 47:663 (August) 1954. 


lomotor complications. Lancet 1:228 (January 29) 
1955. 


demic vertigo, “nevraxite vertigineuse.” Acta psy- 
chiat. et neurol. scandinay. 28:263, 1953. 
Drx, M. R. and Hattpike, C. S.: Pathology, symp- 
tomatology, and diagnosis of certain common dis- 
orders of the vestibular system. Proc. Roy. Soc. Med. 
45:341 (June) 1952. 


New York, Oxford University Press, 1948. 


tions on atypical features in acoustic neuroma. Brain 


79:282, 1956. 


Clinical Medicine. London, Oxford University Press. 
1948. 


tory symptom of cerebrospinal vascular occlusion: 
Report of two cases. Ann. Int. Med. 36:1167 (May) 
1952. 


cerebrovascular disease; the syndrome of intermit- 
tent insufficiency of the basilar arterial system. 
Proc. Staff Meet. Mayo Clin. 30:61 (February 23) 
1955. 


cerebrovascular disease; some clinical aspects of 
thrombosis of the basilar artery. Proc. Staff Meet. 
Mayo Clin. 30:93 (March 9) 1955. 
Miturkan, C. H., Srexert, R. G. and WHIsNAN?, 
J. P.: Anticoagulant therapy in cerebral vascular 
disease—current status. J.A.M.A. 166:587 (Febru- 
ary 8) 1958. 


thrombosis. Presented at the Ninth Annual Meeting 
of the American Academy of Neurology at Boston, 
April 27, 1957. 
Watson, J. MacD. and Netsky, M. G.: Ulceration 
and malacia of the upper alimentary tract in neuro- 
logical disorders. A.M.A. Arch. Neurol. & Psvchiat. 
72:426 (October) 1954. 


ed 1 
at 
Ms 
a 
in 
q 
ly 
re 
n- 
a ‘ 
n- 
n 
d 11. B 
1- 
d 
n 13 | 
14 7 
d 
| 
y 
> 18. 
) 
> 
= 
id 
623 


Hormonal Alterations 


With Aging 


FRANK W. REY NOLDS* 


New York State Department of Health, Albany 


A ovarrer of a cen- 
tury ago, there was a 
widely accepted theory 
that rejuvenation could 

be effected by trans- 
planting into man the 
testes of certain ani- 
mals. However. since it~ 
has been established 
that endocrine secre- is 
tions are not the cause = FRANK W. REYNOLDS 
of aging. “monkey 

gland” transplants are now a thing of the past. 
Nevertheless. it has been shown that the en- 
tire process of growth. function and senescence 
is both stimulated and. to a considerable ex- 
tent. controlled by the endocrine glands. 

The association of certain endocrinopathies 
with premature aging or with the production 
of symptoms similar to senescence gave rise to 
the belief that endocrines play a causal role 
in the aging process. Examples of such con- 
ditions are Simmonds’ disease (pituitary ca- 


*Direetor. Bureau of Chronic Diseases and Geriatrics, New York State 
Department of Health. Albany, New York. 


624 


chexia). Addison's disease and myxedema, all 
of which may be manifested by weakness. 
apathy, anorexia and impotence. 

Pathologically, it can be demonstrated that 
all of the endocrine glands undergo regressive 
changes with aging. Despite this, numerous 
studies suggest that most of the hormones con- 
tinue to be secreted at a fairly constant rate 
throughout life. It is not well understood 
whether aged tissues utilize these hormones in 
the same way and to the same extent as do 
younger tissues. Certainly it is not at all un- 
common for clinical manifestations of hypo- 
thyroidism to develop in an aged person. More- 
over, it has been proved that in older people 
the glucose tolerance is decreased, and in the 
upper age brackets the prevalence of overt 
diabetes mellitus becomes higher in stepwise 
progression. 

Endocrine hyperfunction is by no means 
rare in older people. Hyperthyroidism is com- 
monly encountered: often, it is the apathetic 
type. manifested by symptoms which mimic 
hypothyroidism. Acromegaly occurs frequent- 
ly in elderly people. Indeed, it is clear that the 
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age person is subject to most of the same en- 
doc: inopathies as the younger adult and that, 
for he most part, he responds similarly to en- 
doy nous hormone deficiency and to replace- 
mer! hormone therapy. The presence of de- 
genvrative disease considerably complicates 
the clinical management of the elderly person 
who has endocrinopathies. For example, fluid 
retention from the use of cortisone, or tachy- 
cardia from the administration of thyroid ex- 
tract may result in decompensation of the 
aged heart. 

The most common and the most significant 
hormonal alterations which occur with aging 
are those associated with the gonads. In this 
connection it should be noted that both men 
and women secrete both estrogens and andro- 
gens. Estrogens are produced by the testes as 
well as by the ovaries and in both sexes by 
the adrenal glands. Androgens are produced 
hy the testes in the male and by the adrenal 
glands in both sexes. 

The production of both estrogens and andro- 
gens is believed to parallel the excretion of 
these substances in the urine. Hence, most 
studies of hormone production levels are made 
by urinalyses. Since determination of 17-ke- 
tosteroid levels is a relatively simple labora- 
tory procedure, it is most commonly used in 
the study of androgen production. 

The schematic diagrams in figures 1 and 2, 
based on the data of several urinary excretion 
studies, show the production of estrogens and 
androgens by men and women. An abrupt de- 
crease in estrogen secretion is noted in the 
female subject during her forties; a far slow- 
er decrease occurs in the later years. At the 
same time there is a gradual but steady de- 
crease in androgen production. Not uncom- 
monly, androgens will overbalance estrogens 
in an elderly woman, and signs of masculiniza- 
tion such as hirsutism may occur. Estrogen 
production is remarkably constant throughout 
the life of a man, but a steady decrease in 
androgen formation occurs after about age 
30. In some cases estrogens may overbalance 
androgens in an elderly man, and signs of 
feminization may become manifest. 

The question of whether or not there is such 
a thing as a male climacteric is directly related 
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Estrogen 


Age in years 


FIGURE 1. Androgen and estrogen excretion in men of 
various ages. 


to these observations. Certainly, many men 
have a “change of life” in their fifties. How- 
ever, this change is not an abrupt hormonal 
phenomenon: rather, it is most often social 
in nature. Children growing up and leaving 
home, increased pressure by virtue of becom- 
ing a top executive—many things change for 
a man at that time of life, including the begin- 
ning of the waning of sexual competence. 

I believe that the majority of cases which 
are considered the male climacteric are of 
psychosomatic origin. This is not to deny that 
one occasionally sees an older man in whom 
markedly diminished libido and potentia de- 
velop, associated with overt symptoms such as 
weakness, sweats, hot flushes, loss of energy 


Estrogen 


Arbitrary units of measurement 


Age in yeors 


FIGURE 2. Estrogen and androgen excretion in women of 
various ages. 
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and emotional instability. These are true cases 
of androgen insufficiency. The diagnosis can 
be checked by a determination of the urinary 
17-ketosteroids and confirmed by a therapeu- 
tic test with testosterone. 

In addition to their primary function of sex 
regulation, both estrogens and androgens exert 
an important anabolic effect. Acting mainly 
on protein metabolism, these hormones pro- 
mote tissue formation and repair. When they 
are deficient, loss of tissue and weight results. 
Moreover, since bone matrix is derived from 
protein, inadequate supplies of sex hormones 
will result in inadequate bone matrix and a 
loss of calcium from the bones. Of course. 
other factors, such as activity and diet, also 
must be considered in the development of 
osteoporosis, but the hormonal factor is indeed 
an important one. 

Osteoporosis is widely prevalent among old- 
er people. It is the underlying reason for the 
many fractures of the hip in elderly women. 
It causes the elderly person to become shorter 
in stature as one or more vertebrae collapse, 
and it probably is partly responsible for perio- 
dontal disease, the most common dental prob- 
lem of the aged person. 

To prevent clinical osteoporosis, the older 
person must remain physically active and con- 
tinue to eat a diet with an adequate amount 
of protein. Therapy with a balanced 10:1 or 
20:1 mixture of androgens and estrogens is 
effective, but it must be of long duration. 

The administration of hormones to older 
people must not be undertaken without con- 
sideration of all factors involved, because un- 
toward effects may result from the presence of 
underlying disease. The possible development 
of congestive heart-failure from the use of cor- 
tisone or thyroid extract has been mentioned 
previously. Another danger relates to the ef- 
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fects of sex hormones on carcinoma of the 
prostate gland or female breast. 

There is no proof that either androgens or 
estrogens cause cancer. However, abundant 
clinical and experimental evidence suggests 
that when a prostatic carcinoma is already 
present, administration of androgen may ac- 
celerate its growth and promote its spread. 
The same is true of the administration of estro- 
gen in the presence of carcinoma of the breast 
or uterus. 

Another contraindication to the use of sex 
hormones is the presence of spasticity. Andro- 
gens and, to a somewhat lesser extent, estro- 
gens improve muscle tone. For this reason. 
they have been used to improve the tone of 
the bladder in the presence of benign prostatic 
hypertrophy. The sex hormones have a dis- 
tinctly adverse effect on spastic muscle and 
will increase spasticity in conditions such as 
hemiplegia and parkinsonism, both of which 
are common among older patients. 
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A Clinical Interpretation 
of the “Colicky” Infant 


HERMAN F. MEYER* 


Vorthwestern University Medical School. Chicago 


Mlosr of the serious 
nutritional and me- 
chanical problems of 
infant feeding have 
now been solved. The 
most significant barrier 
to successful infant 
feeding was hurdled in 
the second decade of 
this century when Bren- 
neman and Marriott 
independently estab- 
lished the importance of curd tension in any 
given milk mixture, with special reference to 
evaporated milk and its soft flocculent curd. 
Although additional contributions which have 
been made in this field since that time may be 
valuable, they are of comparatively minor 
importance. 

All infants who are deprived of the natural 
nutrient, human milk, now can be fed success- 
fully. However, there are some lesser and an- 
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noying problems confronting physicians who 
deal with infant feeding. One of the most per- 
plexing is that of colic, which, to date, is still 
not considered an entity in the standard no- 
menclature of human disease. Although no 
mortality incidence accompanies this distress- 
ing episode of the neonate, much has been 
written in a clinical vein to try to explain its 
etiology and treatment. No scientific research 
has been conducted to interpret the symptom 
complex, apparently because of its fleeting 
nature and the absence of organic implica- 
tion. Yet, this is a very difficult problem for 
the practitioner who treats infants; it becomes 
a stumbling block to the neophyte physician 
and causes great concern to anxious and wor- 
ried parents. 

This discussion is not intended to contrib- 
ute anything to the etiology of this common 
syndrome, but an effort will be made to pre- 
sent a workable approach to its understanding 
and to suggest a useful plan for its manage- 
ment, even in the absence of scientific criteria 
to support these concepts. 
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In a panel discussion by pediatricians and 
allergists' it was the consensus that emotional 
instability of the family background accounts 
for most of the colic in infants; however, it 
was agreed that allergy causes the distress in 
a certain percentage of these infants. Authori- 
ties also agree that the only truly scientific 
increment of this syndrome which can be iso- 
lated and defined is that of a proved allergy 
to cow’s milk (estimated by various observers 
to be the cause of 10 to 50 per cent of the in- 
cidence of colic). The symptomatology of 
colic caused by allergy is about the same as 
that caused by an emotionally unstable family 
background; but in infants with the former 
condition, on laboratory examination of the pe- 
ripheral blood there is an increase of the total 
eosinophil count (normal, 50 to 400 per cubic 
millimeter), as well as a relative increase of 
the eosinophil count of the polymorphonuclear 
leukocytes. The preponderance of eosinophils 
has also been demonstrated by a count of 100 
cells found in a smear taken from the mucus 
of a stool. The diagnosis is proved by the dra- 
matic and usually permanent alleviation of 
symptoms which results from giving the in- 
fant any one or more of the 14 available hypo- 
allergenic proprietary or fresh milk mixtures.” 

The majority of “colicky” infants cannot be 
catalogued as allergic; they belong to the het- 
erogeneous group which is known by many 
names, not including the unkind appellations 
conferred on them by their weary and harassed 
parents. Some authorities believe that the con- 
dition is caused by (1) some disturbance of 
the thyroid or adrenal glands,*” (2) imbal- 
ance in calcium and phosphorus metabolism, 
(3) hypoglycemia, (4) hypoproteinemia, or 
(5) pyridoxine deficiency. Not too long ago, 
it was thought that these infants had an en- 
larged thymus, since most of them have a la- 
ryngeal stridor, and they were treated routine- 
ly by x-ray over the chest area, even when no 
enlarged thymic shadow was demonstrated." * 

Other interesting explanations of this syn- 
drome may apply to all colicky infants. A 
constitutional predisposition to hypertonia is 
consistent with the idea of vagotonia, which 
implies a low threshold for sensory stimuli. 
An immaturity of the gastrointestinal system 
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is another proffered explanation. Brenneman 
and, later, Gesell described the incompleteness 
of the human newborn, and these “physiologic 
instabilities” and “anatomic insufficiencies” 
could account for some of the symptoms of 
this complex. The disappearance of the symp- 
toms of this entity after about three to four 
months could be explained by the fact that the 
nervous system becomes more mature and is 
capable of taking on the exigencies of normal 
demands and functions. 

Present-day authorities believe that most of 
the colicky infant’s difficulties are inherent in 
the emotional state of the parents. Wessel and 
others* termed this entity “paroxysmal fussi- 
ness,” which can be engendered by tension in 
the family and which manifests itself in the 
baby as an interpersonal relationship between 
the infant and his environment. Most observ- 
ant physicians will concur that the colicky 
complex rarely is seen in a dispensary; it is 
seldom found in the breast-fed infant. If a 
first-born child has colic, it is infrequently 
seen in siblings. Curiously enough, it is com- 
mon in physicians’ children. Usually, both par- 
ents of a colicky infant are tense, distraught 
or of an overly sensitive temperament. 

Many physicians were aware that the inci- 
dence of this complex was greater during the 
economic depression of the early 30s and dur- 
ing the years of World War II, when family 
life of newly married persons was disrupted. 
It is a common experience to see the symp- 
toms of a colicky baby subside dramatically 
when he is moved to the care of an older and 
mature woman or when he is transferred to a 
hospital. In a review of 645 charts, recorded 
from 1944 to 1947 in the New York Foundling 
Hospital, Levin’ did not find a single case of 
colic reported by the medical staff; closer 
scrutiny of the charts revealed only eight pos- 
sible cases. 

In view of the many efforts which have been 
made to explain this syndrome, how can still 
another explanation be acceptable? Until ade- 
quate controls can determine a pathologic con- 
dition of the anatomy or a physiologic dys- 
function in these infants, it is justifiable for 
us to assume they are physically normal. They 
deviate from expected or conventional be- 
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ha: or because they vary (as do adults) in 
ter erament, reaction to sensory stimuli, and 
in :notor skills. The personality variants of the 
adit organism are accepted as standard be- 
has ior patterns, but infants are classified too 
rig dly into one expected groove. Their im- 
maturity limits and normally exaggerates their 
means of expressing reaction to their environ- 
meut and to auditory, visual and other stimuli. 


Interpretation of Symptomatology 


The ery of colicky infants is loud and con- 
tinuous, impelled not by emotion but as a kind 
of rhythmic motor expression. As someone has 
said, “They seem to breathe with the vocal 
cords held tautly,” since the cry is without 
tonal variation and is merely one long ex- 
piratory sound limited only by the lung ca- 
pacity. The desire to exercise the sucking 
drive by grasping at even alarming quantities 
of anything offered them is not necessarily 
hunger, as the layman believes: it is merely 
an effort to be doing something—an exit for 
pent-up energy. 

These infants are always described as dem- 
onstrating abdominal pain, an observation 
which is based not on proof but on the fact 
that they universally are said to pull their legs 
against their abdomen. It is not accepted that 
an infant at this age can localize pain, abdomi- 
nal or otherwise. The only way he can move 
his legs is by extension and flexion. Pulling 
his hair, pricking him with a needle, or caus- 
ing him any other discomfort will result in the 
identical excursion of the extremities, which 
always includes waving of his arms (a fact 
which never seems to evoke the same infer- 
ence as does the motion of his legs). Due to 
the vehemence of their sucking efforts, colicky 
infants also swallow an excessive amount of 
air, which, in turn, is ejected along with in- 
gested milk. Hence, such infants are prone to 
regurgitation. Pylorospasm is almost always 
associated with the hypertonic infant, and vice 
versa.” 

One of the classic observations made by 
parents is that this type of baby “passes more 
gas” than is expected; therefore, they think 
the food is at fault. Yet the stools are formed 
and there is no evidence of excessive fermen- 
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tation. The baby merely holds the sphincter 
ani tightly so that the passing of flatus, which 
normally is constantly occurring, does not take 
place. When the intrarectal pressure becomes 
too strong for the anus to withstand it, the 
bolus of air (gas) is ejected with force and 
sound. This leads to the erroneous inference 
that the food mixture is too fermentative. Rec- 
tal dilators may be inserted, but they only add 
to the infant’s distress. The baby seems to re- 
sent any sphincter action, or, perhaps, he is 
startled by these normal automatic functions. 
Much straining accompanies the passage of 
even the soft normal stool, and the baby may 
even act startled and cry sharply at the action 
of the urinary sphincter. 

Associated with the symptoms just men- 
tioned is the immediate and demonstrative re- 
sponse to sensory stimuli. The reaction to 
sound or sudden light is accompanied by an 
immediate and sometimes violent response of 
the startle reflex. Reaction to a sudden change 
of position, such as being placed on his back. 
or to the falling reflex, which excites the Moro 
reaction, is always accentuated in this type of 
infant. None of these reactions are abnormal 
or of a pathologic nature; they are merely ex- 
aggerated and thus can be accepted as within 
the normal range of behavior. One can de- 
scribe such an infant in such simple terms as 
tense, vigorous, dynamic, energetic, “wound- 
up tightly,” stimulated, lusty, vehement, etc. 
These terms are synonymous and are merely 
subjective descriptions of the way in which 
this type of infant responds to his environ- 
ment and of how he will react to more mature 
surroundings in later life. The child will re- 
main the same; only his improved ability to 
escape the frustrations of infancy which limit 
his activity will change. 

If one is interested in the development of 
human personality and has the opportunity to 
observe these children during growth, the ulti- 
mate destiny of these patterns becomes evi- 
dent. Such a baby holds up his head early, 
learns to assume the sitting position at a 
younger age, and acquires the grasp reflex 
earlier than the norms demand. His interests 
are versatile, and he frets early and late at his 
inability to change from a sessile organism to 
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a mobile one; hence, he soon becomes ambula- 
tory. All his motor skills and, often, his men- 
tal progress are ahead of his developmental 
age. He boldly embarks on all manner of proj- 
ects involving brazen disregard for balance 
and the law of gravity. Climbing, moving 
large objects, and lifting incredible weights 
are some of his activities. Later. at the ele- 
mentary school level, he is active and usually 
skilled at sports. He has many hobbies, such 
as collections, and is usually a good organizer. 
He collects many friends, whom he directs by 
physical means or by astute maneuvering to 
his own advantage. He is aggressive, a leader 
and nonsensitive to the rebuffs of others. He 
is seen on the street corner as a patrol boy. 
and he is chosen early as a representative on 
the student council. In high school he “runs 
everything”; he has leading roles in class 
plays. holds class officerships, and edits the 
school paper. He often runs afoul of school 
discipline, not as a deviate but because his 
enthusiasm carries him too far from conven- 
tional and expected behavior. Although he 
rarely is in trouble academically, he seldom is 
the valedictorian, since this is only one height 
to achieve and there are so many others on 
which to expend his endless energy. 

Thus, this hypertonic infant, who early 
voiced his resentment against the restrictions 
imposed on his immaturity, rushes through 
life from one success to another, drinking 
deeply from the draughts of a vigorous and 
rewarding existence. He becomes the counter- 
part of the hypertonic adult who has a multi- 
tude of interests and hobbies, a driver at work 
and games: he is one who needs little sleep to 
recoup the energies expended and is capable 
of prolonged and sustained expenditure of 
physical energy. This type of person is happy 
and well adjusted, enjoys life to the hilt, is 
usually highly successful socially and finan- 
cially, and rarely is found on the psychiatrist’s 
couch or its equivalent. He has outlets to the 
many drives which were the despair of his 
immature hypertonic baby days. 


Management 


The care of the colicky infant, who has his 
happy future before him. should be regarded 
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not with apprehension and dread but with 
challenge and patience. Two procedures are 
necessary to accomplish this task: (1) the 
careful explanation of his pattern to the dis- 
traught and worried parents, and (2) the use 
of one of the many antispasmodic pharmaceu- 
tical agents available to ameliorate the expe- 
rience—for both the child and his parents. 

If ever the art of medicine is utilized to its 
greatest, it is in prescribing for the care of 
such an infant. Both parents should be sepa- 
rated from their highly vocal ward for this 
consultation. They must be assured that the 
infant’s pattern of hypertonia does not involve 
any abnormal condition of the brain or nerv- 
ous system, since this is often a foregone con- 
clusion with them. It is easy to prove, and as 
welcome for the parents to accept, that the 
child is physically normal according to the 
obvious criteria of adequate weight gain and 
the ingestion of prodigious quantities of food 
and judged by the fact that he continues to 
grow and develop. The parents should be 
shown that the child’s overactivity is within 
normal limits and that this type of infant is 
frequently seen. This is easily proved by the 
many exaggerated physiologic acts which the 
baby demonstrates. It must be explained to his 
parents that everything the infant does is per- 
formed at a higher-than-average level because 
of his keyed-up pattern. The parents should 
be assured that the child’s future is secure and 
that the very symptoms which presently are 
disturbing will be virtues when he has grown 
more mature. There are many homely illustra- 
tions of these promises which may be enumer- 
ated to the parents. It is at times amusing 
when these parents later literally recall to the 
physician some of the seemingly prophetic 
promises which he made to them. 

With this calm and unaffected forthright 
discussion by the confident physician, all ques- 
tions concerning the infant’s apparent aberra- 
tions can be made to fit the description given. 
and this assurance can be projected to the par- 
ents. The little time taken to transmit this feel- 
ing of security will save many hours of fruit- 
less trial-and-error explanations in the years 
that the child is under the physician’s care. 
Doctors who are consulted for this problem 


POSTGRADUATE MEDICINE 


< 
4 


fied that, regardless of their intellectual level. 
th: parents will always appreciate such a lucid 
interpretation. 

[he second step in the care of a colicky 
intant is the concomitant aid offered by the 
niny available antispasmodic agents. It is a 
truism in therapy that when there is no specific 
remedy for a given entity, many therapeutic 
methods are evolved. If only for historical 
reasons, it may be interesting to list some 
methods which have been employed. Some 
stem from the days of pioneer medicine and 
others from the rich folklore of child rearing. 
Carminatives, such as catnip and fennel tea. 
peppermint water, charcoal solutions and cin- 
namon water have been used. Mechanical ad- 
justments often are tried, such as making the 
nipple hole smaller or larger or changing to 
specific nipples with proprietary names which 
imply that they contain an antidote for colic. 
Heat applied to the abdomen, whether from 
the parent’s body or by the trusty hot-water 
bottle, has long been used. 

Other therapeutic methods include massag- 
ing the abdomen or the bottoms of the feet, use 
of enemas of every content as often as 10 times 
a day, use of rectal tubes and catheters to “re- 
duce the gas,” and last, but not the least often 


employed, changing the milk mixture or the - 


components of the available formulas. The last- 
mentioned method is a frequently used device 
which often is frantically employed in despera- 
tion by the doctor; it is an almost endless proce- 
dure. There are 79 different artificial milk foods 
and 27 carbohydrate modifiers available in this 
country; thus, if a new combination were 
tried each week, the infant would be 18 months 
old before all of them had been used. Long 
before this would be possible, the condition 
would have subsided, and the formula being 
used at the time the symptoms abated would 
receive the accolade for the cure. This device 
is seized on enthusiastically by the parents, 
because it seems obvious to them that the 
cause of the distress must lie in the infant’s 
digestion. Thus, the physician who has the 
greatest knowledge of milk mixtures and sugar 
additives is the one whom the trusting parents 
believe to be the best informed. Although this 
procedure causes no real harm. it accomplish- 
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es no particular good, so wide is the tolerance 
of the infant’s gastric physiology. 

No discussion of the entity of colic would 
be complete without a comment on the me- 
chanical device known as a “pacifier.” This 
nemesis of the 20s and even of the present is 
looked on as heresy by the present crop of 
grandmothers who reflect the dicta of their 
own baby-rearing days. In a series of 28 col- 
icky infants, Levin’ found that in all but three 
the symptoms attributed to colic disappeared 
as soon as the pacifier was given and accept- 
ed. It was suggested that these infants’ difficul- 
ty was due directly or indirectly to an unsatis- 
fied need for sufficient oral satisfaction. The 
continued success of this treatment lends itself 
to the explanation advanced in the hypothesis 
of this discussion; i.e., these infants are de- 
termined to express a need or outlet for their 
energy. Any means of employing their motor 
initiative is a convenient outlet for their drive. 
For those who need a directive in this contro- 
versial matter, it may be said equivocally that 
a pacifier is an acceptable mechanical device 
for treating colic, if for no other reason than 
to obstruct the opening from which the ca- 
cophonous sound emanates. 

There are some 14 or more antispasmodic 
and anticholinergic agents available to help 
reduce the colic, enteralgia, spastic bowel, en- 
terospasm, flatulence, enteric hypertonia, over- 
active parasympathetic nervous system or any 
other condition by which the literature has 
labeled colic. It may be added that, as yet, the 
so-called tranquilizers have not invaded this 
competitive field. Indeed, it is known that at 
present the only drawback to such a move is 
the pharmacal one of putting meprobamate 
preparations into solution, so that it can be 
administered to infants. 

All these proprietary products have their 
merits, as evidenced by the many reports in 
the papers, abstracts and advertising brochures 
of their sponsors.” '* The alkaloid atropine has 
long been known as an old-fashioned smooth- 
muscle relaxant. It may be conveniently used 
in doses of 1/1000 gr. per 10 drops of vehicle, 
with or without the apparent synergistic action 
of about 1% gr. of the soluble salt of sodium 
phenobarbital per dose. It remains the choice 
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of those who have become familiar with its 
use. The flush or hyperpyrexia, or both, are not 
too common or ominous and may be easily 
overcome by adjusting the dose in this mobile 
form of 10 drop dosage. 

According to the individual physician’s ex- 
perience, the relaxation of smooth and skeletal 
muscle obtained by the preprandial use of any 
of these preparations produces a welcome 
change in the stormy course for both infant 
and grateful attendants. It is important to ex- 
plain to the latter the exact nature of the 
medicament, i.e., that it is not a true sedative 
but a relaxing agent. Most parents will co- 
operate with extreme pleasure and without 
demurring at the continuous medication. How- 
ever, some parents are satisfied to do with- 
out the aid offered by the medication if they 
know the condition is self-limited; they are 
happy to wait out the time with this assur- 
ance. This period is usually about three or four 
months; but often it may be six months until 
the infant matures sufficiently to acquire other 
outlets for his motor drives. 


Summary 


A hypothetical interpretation has been pre- 
sented of the problems which pertain to the 
infant with a hypertonic status known com- 
monly as colic. Such an infant is explained as 
a normal baby, harassed by the exigency of 
exaggerated drives for his motor patterns. - 

If the truly allergic entity of proved sensi- 
tivity to cow’s milk protein can be excluded. 
these infants may be categorized as having a 
functional disturbance, as well as being highly 
responsive to the tensions of their immediate 
environment. As Ratner,’ an allergist of high 
repute, has so aptly stated, “. . . we might de- 
fine colic as a protean disease not often due 
to proteins.” 

The care of the colicky infant requires a 
candid understanding between physician and 
parents. A full explanation, emphasizing physi- 
cal normalcy, assures the parents that these 
minor difficulties will ultimately culminate in 
mature virtues and attainments of great satis- 
faction to them and to all those interested in 
the child. The use of one of the many available 
antispasmodics with which the physician is 
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most familiar assists in making the early 
months of life less trying for all concerned. 
Used judiciously, such adjunct therapy is in- 
dicated and approved by leading authorities 
on infant feeding. 

Many medical authorities who are veterans 
in infant care will concur with this explana- 
tion of the colicky infant and will find the in- 
terpretation in this discussion valid and use- 
ful. However, it may not appeal to medical 
neophytes—the interns, residents and those 
younger physicians so highly trained in the 
desire to label human ills with definitive names 
as pathologic entities. Longer experience and 
the wisdom that comes with sound clinical 
observation will eventually help them to be- 
come more liberal in discerning between that 
which is truly abnormal and that which resists 
academic classification and specific treatment. 


REFERENCES 


1. Colic in infants. ( Panel discussion.) Proc. Am. Acad. 
Pediat. 18:828 (November) 1956. 

2. Gastrointestinal allergy complicated by hypoprotein- 
emia. Case Reports of The Children’s Memorial Hos- 
pital 12:3439 (March) 1954. 

3. Barsour, O. E.: Certain therapeutic effects of 
whole suprarenal gland by mouth. Arch. Pediat. 
55:666 (November) 1938. 

4, _._: The use of suprarenal and thyroid in the 

functional disorders of infancy; clinical study. Arch. 

Pediat. 50:851-866 (December) 1933. 

____: Use of thyroid and suprarenal in the diathe- 

ses of infancy; clinical study. Ilinois VM. J. 61:345- 

355 (April) 1932. 

6. __: Pylorospasm as a manifestation of thymus 
disturbance. Arch. Pediat. 44:314-316 (May) 1927. 

7. Barsour, O. E. and Conne ri, J. W.: Relief of pro- 
jectile vomiting in infants by radiation of the upper 
chest region. Illinois M. J. 57:110-120 (February) 
1930. 

8. Wessex, M. A., Coss, J. R., Jackson, E. B., Harris, 
G. S., Jr. and Derwiecer, A. C.: Paroxysmal fussi- 
ness in infancy, sometimes called “colic.” Pediatrics 
14:421 (November) 1954. 

9. ANDELMAN, M. B.: A new agent in the manage- 
ment of colic in early infancy. Clin. Med. 4:546 
(May) 1957. 

10. Pakuta, S. F.: Treatment of infantile colic and re- 
lated disorders with a new antispasmodic. Postgrad. 
Med. 11:123-125 (February) 1952. 

ll. Tatsott, M. W., Jr.: Irritability in infants. Con- 
ference on reserpine in the treatment of neuro- 
pathic, neurologic and related clinical problems. 
New York Academy of Science, February 1955. 

12. Wessert, M. A.: Use of methyl scopolamine nitrate 
in the treatment of paroxysmal fussiness (colic) in 
infanev. New England J. Med. 257:13 (July 4) 1957. 


POSTGRADUATE MEDICINE 


_ 
| 
2 

+ 
| 


Emotional Aspects of 


Prenatal Care 
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Vount Sinai Hospital, Cleveland 


Any consideration of 
the emotional aspects 
of prenatal care should 
include an understand- 
ing of the character 
and personality of the 
individual patient. It is 
frequently impossible 
to disassociate the 
pregnancy per se from 
the individual. When a 
specific emotional prob- 
lem arises during the prenatal period, the ob- 
stetrician should realize that it cannot always 
be eliminated by casual reassurance to the pa- 
tient or by various forms of organotherapy. It 
must be remembered that a patient’s heredity. 
parental training in infancy and childhood, 
traumatic experiences of childhood and ado- 
lescence, culture, and, often, the culture of 
her parents play a vital role in the develop- 
ment of her character and personality. 
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In dealing with the emotional aspects of 
prenatal care, we should consider some inter- 
esting observations made by Menninger a 
number of years ago: “. . . from investigations 
into the unconscious we have learned that an 
individual may consciously express one atti- 
tude, wish or intention while he or she un- 
consciously harbors an entirely different or 
even opposite one. Since the individual does 
function as a total unit, we may expect that 
there may be some evidences expressed, not 
only psychologically but physiologically, of 
the presence of such conflicting wishes. Fur- 
thermore, it is a basic assumption that psy- 
chologic wishes do not necessarily coincide 
with inherent biologic drives. In other words, 
the fact that a woman may have a biologic 
capacity to bear a child does not mean that 
she (genuinely) wishes to do so, or that she is 
psychologically capable of doing so, in spite 
of her possible conscious profession that she 
does. One learns from psychiatric experience 
that many women consciously have no inter- 
est or desire ever to have a child; many others 
have an unconscious aversion to pregnancy, 
but express conscious desires based on illogi- 
cal, immature or even irrational considera- 
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tions. In either case one may expect that the 
mother and the child both would suffer during 
pregnancy and that the conflict would display 
itself in a total organism reaction, both psy- 
chologic and physiologic.” 


Anxieties During Pregnancy 


Anxieties in the pregnant woman may arise 
not only from the real and imaginary hazards 
of childbearing but also as a result of imma- 
turity and the lack of adequate education for 
motherhood. Often the anxiety is unrecog- 
nized by both the patient and her physician: 
it remains buried in the subconscious, only 
to show itself in many prenatal manifestations. 

In making a study of these anxieties, a 
group of investigators designed a question- 
naire and submitted it in private interviews 
to clinic patients who were selected at random 
and who had only one factor in common, that 
of being married primiparas. 

The 53 questions were divided into four 
groups. Those in the first group related to 
attitudes toward fertility, contraception and 
conception. Patients were asked whether their 
pregnancy was planned or accidental, whether 
they were angry when they first learned they 
were pregnant and, if so, if they had remained 
angry. Each patient also was asked whether 
or not her husband was unhappy on learning 
of the pregnancy and if he since had shown a 
change in attitude. 

The next group of questions referred to 
psychosomatic complaints and included such 
questions as whether or not the clinic physi- 
cian had frightened the patient about her be- 
coming too fat. Patients were asked if there 
were any foods which they did not specifically 
like during pregnancy and if they had any 
worries concerning physical health, such as 
the fear of losing their figure and of becom- 
ing obese. 

Inquiries concerning sexual attitudes com- 
prised the third group of questions. Patients 
were asked whether pregnancy increased or 
decreased their sexual desire and if they 
thought that sexual relations during pregnan- 
cy might cause the loss of the baby. 

In the last group of questions each patient 
was asked about her attitude toward herself 
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and her baby, whether or not she bled during 
pregnancy, and whether the bleeding created 
any anxiety about the potential loss of the 
baby. She also was asked if she had worried 
about nausea or vomiting or if she or her hus- 
band was greatly concerned about the sex of 
the expected child. 

Results of this study showed that anxieties 
in the pregnant woman were primarily caused 
by the following factors: (1) fear of physical 
pain, disability or death; (2) severe taboos 
regarding the sex organs and their functions: 
(3) ambivalent feelings toward pregnancy. 
children, husband or mother; (4) emotional 
immaturity and unwillingness to accept re- 
sponsibility; (5) feelings of inadequacy; (6) 
rejection of femininity, and (7) unattainable 
goals or the attempt to live beyond her emo- 
tional capacity. 

Untold numbers of pregnant women with 
such deep-seated emotional disturbances con- 
sult physicians. These women are doubly trou- 
bled, primarily because they do not under- 
stand normal anatomy and physiology and 
because they do not realize that disturbed 
emotions can and do affect their hygiene and 
health. 

Our own investigations made during the 
period of World War II led us to conclude 
that as labor and delivery approached, the 
anxiety on the part of the expectant mother 
reached a climax; often, patients outwardly 
expressed fears of impending disaster. In 
many cases, these fears were initiated by “well- 
meaning” relatives and friends who related 
exaggerated impressions of labor, delivery and 
the postpartum period. As such emotional dis- 
turbances increase, the patient looks to her 
physician for reassurance. 


Role of the Physician in Combating 
Anxieties of the Patient 


During the past 15 years, physicians have 
had such increasing responsibilities that it has 
become almost impossible for them to give 
each obstetric patient more than the necessary 
physical examination. Once they have ruled 
out the possibility of the presence of physical 
disease, too many physicians are apt to label 
patients with emotional disturbances as neu- 
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roti:. Indeed, in most instances, the emotion- 
ally disturbed patient prefers not to face the 
pro-pect of relinquishing the many defenses 
whic her neurotic state has set up to cope 
wit! reality. However, even with the many 
deniands on his time, the physician can do 
much to remove the prenatal doubts and mis- 
givings of the patient who is beset with worry. 

\fter developing a relationship of friendly 
understanding between his patient and him- 
self. even the physician without psychiatric 
training can use the following methods in 
helping the patient to overcome anxiety: (1) 
By explaining the normal anatomy and physi- 
ology, the physician can educate and reassure 
his patient regarding the physical facts of 
pregnancy; in this way he can help to remove 
the many superstitions that have been handed 
down from generation to generation. (2) He 
can explain to his patient the meaning of 
ambivalent feelings and the value of catharsis. 
(3) He can assist the patient to accept her- 
self as an individual, so that she no longer 
feels inadequate or rejects femininity. 

This help should be given verbally by the 
physician if possible. To refer such patients 
to a secretary or a nurse is merely transferring 
responsibility which should remain with the 


physician. Just patting the patient on the back - 


and giving her a friendly smile is unlikely 
to have more than an evanescent effect. The 
patient requires understanding of her fears 
and a satisfactory explanation for them. Since 
the physician is an authoritative person, his 
personal support to the patient is most impor- 
tant. A well-trained physician who inspires 
confidence and the security of a well-equipped 
maternity department in a hospital give the 
average pregnant woman a considerable 
amount of reassurance. 

Educating the patient regarding the physi- 
cal facts of pregnancy—In our investigations 
a record was kept of all the questions asked 
by patients over a period of one year. Those 
questions most often associated with anxiety 
were found to be related to labor, delivery and 
the puerperium. During their prenatal period, 
patients should be made aware of what they 
are to expect during labor and delivery. It is 
no longer satisfactory just to tell a patient 
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that she may avoid reality by not listening to 
anxiety-producing talk or reading worry-pro- 
voking literature; the patient’s own security. 
which may be constructed on a very fragile 
basis, may collapse at the least provocation. 

Advising a patient to read a good, recently 
published book which gives the factual aspects 
of prenatal care, labor, delivery and the puer- 
perium is an excellent means of solving the 
problem of education and reassurance. In this 
way the patient can learn the causative fac- 
tors of the nausea and vomiting of pregnancy. 
the need for weight control, the prevention of 
toxemia, why babies are usually delivered with 
instruments, the various forms of anesthesia 
used, and the answers to the many questions 
that women discuss. 

Educational programs conducted in groups 
seem to give the patient the benefit of group 
therapy; any anxiety in regard to a specific 
problem, such as the development of toxemia, 
becomes less acute because the experience is 
shared. 

Educating the patient regarding ambiva- 
lence and catharsis—In explaining the am- 
bivalent feelings which pregnant women often 
experience, it is only necessary to point out 
that every human being has ambivalent emo- 
tions, i.e., to a certain extent a person will feel 
love and hate, trust and suspicion for the same 
thing at the same time. The obstetrician can 
use many examples from everyday life in ex- 
plaining this factor to his patients. For exam- 
ple, many women become pregnant acciden- 
tally, because of rivalry, to possess something. 
to satisfy their husbands, or to make them- 
selves feel adequate for many reasons. These 
women do not necessarily like to be pregnant: 
frequently they deeply resent the pregnancy. 
They become anxious because they have one 
attitude toward the pregnancy, yet the culture 
in which they live dictates that they should 
have a different one. Often the anxiety is re- 
lieved if they are permitted, through catharsis. 
to express their true feeling about being preg- 
nant and if they subsequently are told by their 
physician that their confession does not result 
in his having less respect for them. 

Verbal expression relieves not only anxiety 
but also repressed hostility. A patient may be 
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hostile toward her husband, because he is re- 
sponsible for the pregnancy; she may be hos- 
tile toward her children because of the added 
fatigue and strain that another baby might 
cause, or toward her mother who might be 
possessive and dominating. Usually, such a 
patient can be helped by a simple explanation 
of these ambivalent feelings and by the reas- 
surance that love and hostility are present in 
all human relationships and are not neces- 
sarily contradictory. 

One of the prenatal manifestations of anxi- 
ety is that associated with vomiting of preg- 
nancy. We know that from 50 to 60 per cent 
of all women have some degree of nausea or 
vomiting, or both, during the first trimester. 
Obstetricians and psychiatrists are coming to 
believe more and more that, while there may 
be some physical factors involved, the pre- 
ponderance of women have vomiting of preg- 
nancy because of psychogenic components. If 
all pregnant women were questioned from a 
psychoanalytic viewpoint, it would be found 
that a great proportion of them did not want 
to become pregnant for various reasons. This 
wish is usually quite unconscious. In fact. 
when it is unconscious it is often masked by 
conscious ideas of wanting the child; this is 
the type of patient in whom nausea and vomit- 
ing are most likely to occur. 

Intimate questioning of these patients often 
reveals that they believe pregnancy is associ- 
ated with the commission of some sin or that 
it will interfere with their pleasure or plans 
or even add a troublesome responsibility to 
their lives. Other women think that pregnancy 
may in some way spoil their figure, thereby de- 
stroying their attractiveness. With such feel- 
ings, it is only natural that these patients un- 
consciously want to get rid of their pregnancy. 
They consider the growing fetus as something 
offensive. In their childlike unconscious fan- 
tasies, they believe that pregnancy takes place 
by way of the gastrointestinal tract; as a result 
they think that the fetus can be expelled by 
vomiting. These attitudes are a result of insuffi- 
cient instruction by parents or in schools. In- 
adequate courses in sex hygiene and marriage 
in either high schools or colleges fail to em- 
phasize the dignity of pregnancy and mother- 
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hood. We must also realize that such ideas are 
engendered by the fact that society as a whole 
still retains the concept that so-called morning 
sickness is an inevitable result of pregnancy. 
If a patient fits into the category just de- 
scribed, it is necessary not only to educate 
her regarding the anatomy and physiology of 
the female reproductive organs but also to 
eliminate from her thought processes the idea 
that sex relations are sinful and to remove the 
belief that pregnancy can in any way spoil her 
figure. Such thoughts should be replaced with 
more positive thinking. The patient should be 
made to realize that in most instances preg- 
nancy gives a degree of maturity to the physi- 
cal and emotional being and that pregnancy 
carries with it certain adult responsibilities 
which cannot be met by childlike attitudes. 


Comment 


During the past 15 years, physicians have 
become increasingly aware of the impact of 
the emotions on health and hygiene. This is 
particularly true in pregnancy, and, today. 
most physicians acknowledge that a disturb- 
ing percentage of patients have symptoms 
which are not caused by organic disease. 
While this idea of integrating mind and body 
in the study of human disease is not new, it 
has been revived in recent years through the 
teachings of many gynecologists, psychiatrists 
and physiologists. Gynecologists were the first 
to recognize that psychiatry has a most impor- 
tant place in the field of gynecology, and that 
it is necessary to differentiate gynecologic dis- 
turbances of psychogenic origin and to treat 
disturbed patients with psychotherapy rather 
than with organotherapy. 

It is obvious that the average physician 
does not have the time or the ability to treat 
adequately all patients for whom nonorganic 
diagnoses have been made. Many times, per- 
sistent inquiry into the emotional cause of a 
patient’s symptoms is sacrificial and costly. 
The physician also may wish to avoid dis- 
cussing the emotional foundation of a patient’s 
illness, because it may create irreparable hos- 
tility on the part of the patient. For these rea- 
sons every physician should have some psy- 
chiatric training. It is hoped that this training 
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ms be given both in the medical schools and 
th: ough postgraduate instruction, so that many 
me physicians, particularly obstetricians 
ar! gynecologists, may have a better under- 
st.nding of the effect of the relationship of the 
psyche and the soma on women of all ages. 

in terms of preventive medicine, if ade- 
quate education in the alleviation of anxiety 
can be given to the present generation of wom- 
en. we may then be able to produce a subse- 
quent generation capable of meeting life with 
relatively few emotional conflicts and a more 
acceptable attitude toward the so-called haz- 
ards and discomfort of childbearing. 
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Tue widespread use of 
ataraxic or tranquil- 
izing drugs has re- 
sulted in substantial 
changes both inside 
and outside the domain 
of mental hospitals. Al- 
ready the reports by 
hospital psychiatrists 
of disappearing “back 
wards,” of curtailment 
in convulsive and coma 
therapy, and in the use of restraints, and of 
revitalized psychotherapeutic and rehabilita- 
tive programs are an old story. At the same 
time, rates of dismissal have risen, and pro- 
grams of family or foster home care have ex- 
panded. The control, through chemotherapy. 
of emotional and behavioral disorders in per- 
sons still mentally ill but improved has brought 
mental illness under the control of the medical 
practitioner to a degree that could hardly have 
been predicted 10 years ago. Concomitantly, 
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it has become necessary for the medical prac- 
titioner to become more familiar with the dy- 
namics and treatment of mental and emotional 
disorders. It is the hope of many psychiatrists 
that, through the medium of chemotherapy for 
mental patients, a deeper comprehension and 
tolerance for the needs of mental hospitals and 
their patients may equal current strides in the 
academic discipline of psychopharmacology. 

It is with the aspect of the changes wrought 
in mental therapy that I am concerned in this 
article, for it has introduced a concept into 
medical practice that seems to be, at the pres- 
ent time, imperfectly understood, and often 
even disregarded—with serious consequences. 
| refer to what some psychiatrists call mainte- 
nance chemotherapy. In this paper, I hope to 
anticipate and answer the questions most like- 
ly to be asked about this concept. 


What Is Maintenance Chemotherapy? 


To answer this question, I would like to 
draw an analogy between mental disorder and 
the more familiar cardiac disorder. In this 
way, even the practitioner handling his first 
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pat)-nt with maintenance chemotherapy can 
see ‘that he is dealing not with an unknown 
qua itity, but rather with a new application of 
a well-understood concept. Just as the physi- 
cian can treat a cardiac disorder without know- 
ing all the details of its etiology, so can he 
treat a mental disorder without definitive 
knowledge of its etiology. Cardiac disease 
may be due to congenital or physiologic ab- 
normalities, metabolic disorders, toxic proc- 
esses, or virulent agents. Similarly, mental 
disorder may be due to one or more of a num- 
ber of congenital, environmental, physiologic, 
metabolic or toxic factors. 

Regardless of the etiology and pathogenesis 
of the disease, most cardiac patients are am- 
bulatory and compensated. Most mental pa- 
tients also are ambulatory and compensated. 
In both types of disorder, the degree of dis- 
turbance of normal function more often takes 
the form of a borderline adjustment than of 
total incapacitation. Decompensation, which 
implies total functional incapacitation, may 
occur in cases of a mental disorder—as in 
cases of a cardiac disorder—either gradually 
and progressively, or suddenly and acutely. 
The symptoms of decompensation are obvi- 
ous. In cardiac disease, these symptoms are 
dyspnea, orthopnea and cyanosis; in mental 
disease, these symptoms tend to be psycho- 
social, and involve inability to earn a living, 
to get along with other persons, or to care for 
personal needs. The decompensated patient 
must be hospitalized. Such hospitalization is 
intended to provide basic metabolic needs, to 
produce symptomatic relief, and to initiate 
therapeutic measures. The goal of treatment is 
to restore compensation. For cardiac patients, 
this is partially accomplished by the use of 
digitalis; for mental patients, it may be par- 
tially accomplished by the use of ataraxic or 
tranquilizing drugs. Supplementary and sup- 
portive measures are usually essential in both 
types of disorder, involving, in one case, rest 
in bed and the use of oxygen, fluids and diu- 
retics; and in the other case, rest in bed and 
the use of fluids, other drugs and physical or 
dynamic measures or procedures. 

It is when compensation has been estab- 
lished that maintenance chemotherapy enters 
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the picture. Maintenance regulation must be 
instituted and sustained long enough to pre- 
vent repeated episodes of decompensation. 
This is just as mandatory for mental disorder 
as for cardiac disease. 


Why Is Maintenance Chemotherapy 
Necessary? 


Summarily stated, maintenance chemother- 
apy is needed by many patients in order to 
prevent a relapse. It would seem mandatory 
for those who have experienced one or more 
episodes of decompensation. Furthermore. 
many psychiatrists agree that if a patient is 
given maintenance doses of a tranquilizing 
drug for at least the first few weeks after his 
release from the hospital, it will support him 
through the stresses encountered on his re- 
entry into society. It is, in fact, the patient’s 
degree of social readjustment that finally de- 
termines when maintenance chemotherapy may 
be discontinued. 

The situations that demand maintenance 
chemotherapy can be summarized as follows: 
(1) the need to maintain control over psychic 
disturbances in persons still mentally ill but 
improved; (2) the need to modify personality 
reactions in partially compensated patients 
who are confronting anew the realistic de- 
mands of everyday life, and (3) the desire to 
increase cooperation of patients and to aid in 
psychotherapy. 


For Which Patients Is Maintenance 
Chemotherapy Desirable? 


| think it is an oversimplification to say 
that patients with acute mental disorders do 
not usually require maintenance chemother- 
apy whereas those with chronic disorders do. 
In reality, it is not the chronicity or the acute- 
ness of the patient’s mental disorder that de- 
termines his need for maintenance chemother- 
apy, but rather the rehabilitative attitudes and 
efforts of the patient’s family, employer and 
personal physician. These efforts and attitudes 
are greatly dependent on the nature and ex- 
tent of the patient’s former role in society. 

In deciding whether a patient will require 
maintenance chemotherapy, one must take 
into account both the type of person he was 
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prior to the onset of mental illness and the 
length of time that he has been hospitalized. 
If, at one time, he had been a well-adjusted, 
socially acceptable person, his family, friends 
and physician will often reflect a more posi- 
tive attitude toward helping him reintegrate 
than they might if he had been poorly adjusted 
all his life. Furthermore, if his hospitalization 
has been brief, he will be less likely to expe- 
rience social rejection and better able to adapt 
socially than the patient who has been hos- 
pitalized for a long time. The more favorable 
the environment into which the patient is re- 
leased, the less likely it is that he will require 
the supportive therapy of tranquilizing agents. 


How Long Should Maintenance 
Therapy Be Continued? 


Maintenance chemotherapy can be discon- 
tinued when the patient manifests mental and 
emotional stability, security, serenity and self- 
confidence. It must be the patient himself who 
communicates these feelings of acceptance to 
the physician. If, despite all evidence to the 
contrary, he continues to feel rejected, main- 
tenance therapy should be continued. 

Prior to the discontinuance of maintenance 
therapy, rehabilitative measures must be firm- 
ly established and functioning satisfactorily. 
The patient must have suitable outlets for his 
emotional needs and be able to cope with ex- 
ternal as well as internal demands. He will 
often volunteer that he no longer feels the need 
for further medication and will explain his 
reasons for wanting to discontinue it. In such 
cases, it is generally wise to discuss these feel- 
ings, because they may indicate a need for 
reassurance. 

Thus, no comprehensive short answer can 
be given to this question. The specific cireum- 
stances involved in each case are the deter- 
mining factors. Of course, it is probable that 
in some cases maintenance therapy will have 
to be continued indefinitely—even for the rest 
of the patient’s life. The concept of mainte- 
nance chemotherapy for mental illness is not 
unlike that of digitalis maintenance therapy 
for a cardiac patient, and it is no more incon- 
ceivable for the one to continue for life than 
it is for the other. 
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What Drugs May Be Used for 


Maintenance Therapy? 


It generally is customary to use the same 
drug for maintenance therapy as was used for 
the intensive treatment. Although there some- 
times may be reason to substitute one ataraxic 
drug for another during the maintenance phase, 
the following facts should be considered: (1) 
The patient has become psychologically accus- 
tomed to the beneficial effects of the drug used 
during the initial phase of the treatment; (2) 
physiologic adjustments of the body to the 
drug already have taken place during the peri- 
od of hospitalization; (3) the use of the same 
drug minimizes the probability of encounter- 
ing allergic reactions, side effects and com- 
plications with which the patient is unfamiliar; 
(4) the initial choice of the drug by the hos- 
pital staff usually has been made after con- 
siderable deliberation—often after the con- 
sideration of numerous factors—dynamic, 
physiologic and economic—of which the fam- 
ily physician may not be totally aware—and 
(5) a maintenance regimen generally has been 
established and tested in each case before the 
patient is released from the hospital. 

The chemotherapeutic agents that are used 
for the treatment of mental disorders may be 
classified in three groups: (1) the pheno- 
thiazine group, which includes THORAZINE®. 
SPARINE®, PACATAL®, TRILAFON®, COMPA- 
ZINE®, ete.; (2) the Rauwolfia group, which 
includes SERPASIL®, etc., and (3) the pro- 
panediol group, which includes mephenesin, 
EQUANIL® and MILTOWN®. 


How Do Tranquilizing Agents Differ 
From Sedatives and Narcotics? 


In contrast to sedatives such as the bro- 
mides, barbiturates, chloral hydrate and par- 
aldehyde, the tranquilizing agents are able to 
produce sedation or muscular relaxation with- 
out causing concomitant drowsiness or som- 
nolence to any significant degree. Even when 
extremely large doses are used, the patient can 
be easily aroused at will. This property of the 
tranquilizing drugs affords greater accessibil- 
ity and easier management of agitated and dis- 
turbed patients. The phenothiazine group and. 
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in some measure, the Rauwolfia alkaloids, in 
contra-t to the propanediol derivatives, have 
a furiler significant property—the ability to 
prodiice a psycholytic or curative effect in 
psycliotic patients when appropriate concen- 
trations of the drug in the blood are attained. 
This is accomplished with tranquilizers in a 
manner similar to digitalization in cardiac pa- 
tients. and may require extremely high initial 
doses to establish an effective blood level. 

In contrast to narcotics, tranquilizing drugs 
are nonaddictive and do not alleviate pain. 
They may increase the pain threshold by di- 
minishing the fear component or by reducing 
the anxiety level. Since they are essentially 
central nervous system depressants, many of 
these drugs, especially the phenothiazine de- 
rivatives, act synergistically with narcotics as 
well as with anesthetics, sedatives and alcohol. 
Therefore, if further sedation, anesthesia or 
pain relief is desired, narcotics, barbiturates 
and anesthetics should be administered with 
caution because of the potentiating effect of 
the tranquilizing drugs. Similarly, the simul- 
taneous consumption of alcoholic beverages 
should be entirely prohibited, since it cannot 
be medically controlled and obscures the effect 
of the tranquilizing drugs, and thus makes 
adequate regulation difficult. 

Because of the nonchalant attitude frequent- 
ly encountered in patients receiving these 
drugs, serious physical symptoms may be ig- 
nored by the patient. The clinician must, there- 
fore, be attentive to minor complaints and 
place more emphasis on objective findings and 
laboratory data than on subjective symptoms. 
Viral and bacterial pneumonias have been en- 
countered in hospitalized patients who have 
neglected to complain of cough and chest 
pain. Similarly, appendicitis and other surgi- 
cal abdominal emergencies can occur with 
minimal subjective symptoms. 

Tranquilizing drugs may also produce other 
physiologic changes, especially in menstrual 
cycles and bowel habits. Menstrual cycles may 
be prolonged, or menstrual flow may be ex- 
cessive. Constipation and diarrhea are not un- 
common side effects of many tranquilizing 
agents. Eating and sleeping habits also may 
be altered. A gain in weight frequently occurs 
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concomitantly with the administration of these 
drugs, and many patients will gain 20 to 30 
lb. during the first six weeks of treatment. 
Since there is a tendency for many patients to 
“doze off” during the day, caution must be 
taken to protect the patient from common dan- 
ger until he becomes accustomed to the drug. 
Patients must be cautioned against excessive 
exposure to the elements. They may fall asleep 
in the sun or go out unprotected in the snow, 
thereby sustaining either extensive sunburn or 
frostbite. As a result of these tendencies, close 
supervision of patients is generally advised. 


What Dosage Is Required 
for Maintenance? 


The dose required for maintenance depends 
on the drug used, the type of illness, and the 
tolerance or threshold of the patient to the 
drug. It is variable and empiric, making indi- 
vidual regulation preferable to the use of a 
standardized dose. The recommended dose is 
generally one which makes the patient subjec- 
tively feel most comfortable. Some patients 
may require divided daily doses, while others 
may prefer or function most effectively with 
a single evening or bedtime dose. In adjust- 
ing the dose to the particular needs of the 
patient, it is well to consider both his routine 
activities and the period of the day he finds 
most fraught with stress. 


Chlorpromazine 


Chlorpromazine (Thorazine) is the pioneer 
of the tranquilizing agents and the drug most 
frequently used for maintenance chemother- 
apy, since most of the initial studies in large 
groups of cases were done with this chemo- 
therapeutic agent. It, therefore, has the ad- 
vantages of extensive experience and familiar- 
ity over other similar drugs. Despite the fact 
that side effects may occur slightly more fre- 
quently than with competitive preparations, 
familiar drugs, like familiar surroundings, 
even though possibly not the most exciting, 
are more predictable and, therefore, lend a 
feeling of self-assurance and confidence. 

When chlorpromazine is used for mainte- 
nance therapy, 25 to 100 mg. of the drug usu- 
ally is administered three times a day (table 
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1), but some patients prefer a single dose of 
50 or 100 mg. at bedtime. This drug recently 
has become available in the form of SPAN- 
SULES®, and some investigators have reported 
that the effective dose is smaller when the 
drug is administered in Spansules than it is 
when the drug is administered in the form of 
tablets. Administration of the drug in Span- 
sules has two main advantages: (1) The drug 
can be administered in a single daily dose, 
and (2) because the drug is absorbed slowly 
and uniformly when administered in this man- 
ner, such side effects as drowsiness and leth- 
argy are encountered less frequently than they 
are when the drug is given in other forms. 


Promazine 


Most drugs in the promazine (Sparine) or 
phenothiazine series have similar psychophys- 
iologic activity but vary somewhat in potency 
and side effects. Promazine, the parent sub- 
stance, has about half the potency of chlor- 
promazine and the side effects are almost neg- 
ligible. It is considerably less effective than 
chlorpromazine in cases of chronic disorders, 
but is useful as a maintenance chemothera- 
peutic agent for acute disorders and as a pro- 
phylactic agent for exacerbations and recur- 
rences. The maintenance dose ranges from 50 


to 200 mg., and is administered three times ° 


a day. A single daily dose of 100 or 200 mg. 
may be administered at bedtime. 


Mepazine 


Of the other promazine or phenothiazine 
derivatives in common use as maintenance 
chemotherapeutic agents, three are worthy of 
note. Mepazine (Pacatal) is less effective 
therapeutically than either chlorpromazine or 
promazine, although it reportedly is less toxic 
than either of these drugs. This drug has some 
atropinelike activity to which many of its side 
effects are attributed. These side effects con- 
sist of dryness of the mouth and eyes, blurring 
of vision, hypotension, and gastrointestinal 
symptoms such as nausea, vomiting, eructa- 
tion, diarrhea or constipation. These effects 
may be partially counteracted by the oral ad- 
ministration of neostigmine. Feldman' has 
recommended the oral administration of 7.5 
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to 15 mg. of neostigmine one to three times a 
day and a reduction in the dose of mepazine 
or the discontinuance of its administration, in 
order to counteract these side effects. Since 
the distinguishing characteristic of this drug 
is its ability to produce mild euphoria, it can 
be used in the treatment of acute or chronic 
disorders associated with depressive features, 
although its use is not recommended in the 
primary treatment of psychotic depression, 
For maintenance therapy, 50 to 100 mg. of 
the drug is administered three times a day 


(table 1). 


Per phenazine 


In contrast to mepazine, perphenazine 
(Trilafon), another phenothiazine derivative, 
is 10 or more times as potent as either its par- 
ent substance or its chlorine derivative. Al- 
though the therapeutic efficacy of this drug 
frequently is dramatic during the initial phase 
of the intensive treatment, it is not superior to 
chlorpromazine for maintenance therapy. The 
side effects and toxicity of perphenazine are 
similar to those of other promazine deriva- 
tives. The fact that relatively small doses of 
this agent are required for maintenance ther- 
apy does not reduce the incidence of side re- 
actions or complications. For maintenance 
therapy, 4 to 8 mg. of the drug is administered 
three times a day, or a single daily dose of 8 
to 16 mg. may be administered in the evening 
or at bedtime. 


Prochlor perazine 


Aithough prochlorperazine (Compazine), 
which also is a promazine or phenothiazine 
derivative, reportedly is less toxic than either 
chlorpromazine or perphenazine, it is less ef- 
fective than either of these drugs for mainte- 
nance therapy. However, it can be substituted 
for either of these drugs in case they cause 
side effects or complications such as agranulo- 
cytosis or jaundice. Like perphenazine, its 
dose is low. For maintenance therapy, 5 to 10 
mg. is administered three times a day (table 
1). It also may be obtained in Spansules, 
which contain 10 to 15 mg. of the drug. When 
administered in this form, the drug is released 
slowly. 
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TABLE 1 


SUMMARY OF MAINTENANCE THERAPY WITH CHEMOTHERAPEUTIC AGENTS 


TABLETS AVAILABLE RANGE OF MAINTENANCE 
| \DE NAME (Me.) pose (Mg., t.i.d.) FORMS AVAILABLE 
THORA: | VE® 10, 25, 50, 100, 200 25 to 100 Coated tablets, Spansules, liquid concen- 
rpromazine) trate, suppositories and ampules 
SPARIN» © 25, 50, 100, 290 | 50 to 200 Coated tablets, liquid concentrate and 
(promazine) | ampules 
pacaTsL® | 25, 50, 100 50 to 100 Plain tablets and ampules 
(me}azine) 
TRILAFON® 2, 4, 8, 16 4to8 Coated tablets 
(perphenazine) 
COMPAZINE® 5, 18 16,2 5 to 10 Coated tablets, Spansules, ampules, syrup 
(prochlorperazine ) | and suppositories 
SERPASIL® | 0.1, 0.25, 1, 2, 4 0.25 to 1.0 Plain tablets, liquid concentrate and 
(reserpine) ampules 
EQUANIL® | 200, 400 400 to 800 Plain tablets and coated tablets 
(meprobamate ) 
MILTOWN® 200, 400 400 to 800 Plain tablets and coated tablets 
(meprobamate 
| 
SUAVITIL® | 1.0 1.0 to 3.0* Tablets 
(benactyzine) 
| 
ULTRAN® | 300 300* PULVULES® 
(phenaglycodol) 
FRENQUEL® 20, 100 20* Tablets and ampules 
(azacyclonol) 
PHENERGAN® 12.5, 25 12.5 to 25* Tablets, syrup, suppositories and ampules 
(promethazine ) 
ATARAX® 10, 25, 100 25" Coated tablets and syrup 
(hydroxyzine) | 
NosTYN® | 300 130 to 300 Tablets 
(ectylurea) 


*Maintenance dose not sufficiently established. 


Reser pine 


The Rauwolfia alkaloids are less effective 
than most phenothiazine derivatives in the 
treatment of psychiatric disorders, but they do 
possess potent sedative properties. Reserpine 
(Serpasil) does not act synergistically with 
narcotics, but it will potentiate the action of 
other tranquilizing agents. Despite the fact 
that the Rauwolfia alkaloids are practically 
nontoxic, their side effects are often intoler- 
able. They are useful adjuncts for phenothia- 
zine derivatives when these drugs do not ac- 
tively control the symptoms, and they are most 
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effective in the treatment of mental disorders 
due to or associated with arteriosclerosis, hy- 
pertension and allied diseases. A dose of 0.25 
to 1 mg. is administered three times a day 
{table 1), or a single daily dose of 1 to 2.5 
mg. may be administered in the evening or at 
bedtime. 


Meprobamate 


Meprobamate (Equanil and Miltown) is 
most useful in the treatment of pure anxiety 
and tension states or in the treatment of psy- 
chosomatic disorders, but it also is effective as 
a supplementary tranquilizing agent in cases 
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in which mental disorders are superimposed 
on muscular tension or spasm. It perhaps is 
most effective when used as a premedicant be- 
fore surgical or dental operations or before elec- 
troshock therapy. A dose of 400 mg. is given 
about one hour prior to the procedure.” 


What Side Effects of Maintenance 
Chemotherapy Are Likely to 
Be Encountered? 


In most cases, the establishment of a main- 
tenance dose will have followed a period of 
intensive chemotherapy during hospitaliza- 
tion, and the dose for maintenance will have 
been reduced from the hospital dose. If, in 
the hospital phase, no side effects have de- 
veloped to force discontinuance of adminis- 
tration of the drug, it is unlikely that they 
will be encountered in the maintenance phase. 

Jaundice and agranulocytosis are possible 
side effects of some tranquilizing drugs. Jaun- 
dice, if it is going to occur at all, will occur 
by the sixth week of treatment; agranulocyto- 
sis, usually by the eighth. Parkinsonianlike 
symptoms generally occur when large doses 
are administered, and will subside as the dose 
is reduced. However, because these conditions 
occur but rarely, they should not be consid- 
ered outstanding problems of maintenance 
chemotherapy. Minor side effects like drowsi- 
ness are more frequent, but tend to disappear 
within the first week or two even though drug 
therapy is continued. Thus, the possibility of 
side reactions should pose no real threat to 
the efficacy and safety of maintenance chemo- 
therapy. Administration of the drug for main- 
tenance will not require the close supervision 
that was needed in earlier stages of treatment. 


What Is the Private Physician’s 
Responsibility in Regard to 
Maintenance Chemotherapy 
for Mental Patients? 


Feldman,* in reporting on a large series of 
patients treated for two or more years with 
chlorpromazine, indicated that two-thirds of 
them were still receiving the drug at the time 
of his report. The percentage of patients who 
were still taking the drug in the hospital was 
almost identical to the percentage who had 


644 


been released from the hospital and were tak. 
ing the drug. Such figures dramatize the fact 
that maintenance chemotherapy is now an es. 
tablished procedure in the over-all treatment 
of mental illness. 

The fact that the mental patient leaves the 
hospital is no sign that he is cured, any more 
than the cardiac patient’s homecoming is a 
sign of his cure. For the private physician who 
takes over the care of the mental patient after 
he leaves the hospital, it cannot be merely a 
choice of accepting or refusing to accept the 
notion of the value of maintenance chemo. 
therapy. Such therapy is often merely the 
final stage in a program of therapy that has 
moved out of the hospital into the commu- 
nity. It is the physician’s responsibility in such 
a situation to arm himself with such knowledge 
of the patient’s history and of the properties 
of the maintenance drug as he would demand 
if the patient had a cardiac or diabetic dis- 
order and the drug were digitalis or insulin. 


How Can the Practitioner Obtain 
Information Regarding the 
Therapeutic Regimen Established 
for His Patient at the Hospital? 


Most state hospitals are eager to follow the 
progress of their patients after their release 
from the hospital and are anxious to keep in 
contact with the patients’ private physicians. 
The hospital always benefits from good public 
relations with its local medical society, since 
it is completely dependent on public support 
and approval for its appropriations, clinical 
staff and personnel. 

Since the patient frequently does not choose 
a private physician until his re-entry into so- 
ciety, or may have occasion to change physi- 
cians from time to time, it is necessary for the 
practitioner to take the incentive of contacting 
the state hospital for information. The poli- 
cies of some hospitals require written permis- 
sion from the patient in order to supply con- 
fidential psychiatric information. The nature 
of much psychiatric material may prove so 
highly charged that its indiscreet handling may 
cause irrevocable emotional damage to the 
patient. In general, however, the practitioner 
may secure information from the hospital with- 
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TABLE 2 ce 
BiocHEMICAL AND NEUROPHYSIOLOGIC MECHANISMS OF ATARAXIC Drues pr 
ce 
| NEUROPHYSIOLOGIC MECHANISMS OF ACTION 
THEORETICAL BIOCHEMICAL — no 
“ MECHANISMS OF ACTION | Central nervous Autonomic nervous | Peripheral nervous dr 
| system system system 
Chlorpromazine | Selective competition for | Subcortical inhibition | Sympatholytic action | Adrenergic blocking Or 
(Thorazine) enzyme systems ho 
| 
| Depression of reticular | ce 
| formation | m 
| Suppression of thermal | 
| regulatory center co 
| 
Mepazine Competitive substitution for | Subcortical excitation | Parasympatholytic Adrenergic blockin na 
| y y g 
(Pacatal) Thorazine replacement in action pa 
enzyme systems ly. 
| Stimulation of reticular | | ph 
| formation | th 
| | Depression of certain | po 
| isms 
_ motor mechanisms | or 
Perphenazine Selective competition for | Potent antiemetic action) Sympatholytic action | Adrenergic blocking de 
(Trilafon) | enzyme systems | tic 
| No synergistic activity | | ne 
| with barbiturates or | dr 
| narcotics | 
| P 
: | No hypotensive effect ar 
3 Reserpine Catalytic potentiation of | Diencephalic (supra- No adrenergic No effect 
(Serpasil) chlorpromazine replacement | medullary sympathetic) | blocking or m 
in enzyme systems depression sympatholytic effect az 
| 
Meprobamate Selective blocking action on | Selective thalamic No action Reduction in st 
(Equanil and | intermediate neurons at level | synchronization skeletal muscle tone, | 
Miltown) of spinal cord spasm and tetanic P 
| contraction ha 
Diminution or pl 
| elimination of TI 
| flexor and crossed ac 
| extensor re{lexes sy 
ti 
pa 
out additional confirmation if the patient is | comprising literally thousands of original ar- . 
under his care. This may be accomplished by __ ticles, publications and reports. Probably the " 
addressing a communication to the superin- best source of information for the busy prac- - 
tendent with the request for either a photo- _ titioner is the facilities of the pharmaceutical ¥ 
static copy or abstract of the patient’s clinical — houses. They generally have extensive librar- - 
record. ies and research staffs, and maintain close con- - 
tact with research and clinical investigators 
ow Can the Practiti r Obtain : : : : 
Inf P working independently with their prepara- 
nformation Regardin e Properties 
j the Maint 8 D 8 9 amen tions. They may be contacted either directly 
r & or through their district representatives, and 
Unfortunately, there is currently no com- _ their addresses are generally available from 
prehensive text available for the tranquilizing _ their advertisements in many medical journals. 
drugs. However, a voluminous literature exists, | Despite the fact that they are naturally con- 
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cerne.| with advertising their pharmaceutical 
prepa: ations, their information is usually sin- 
cere ond accurate, and most companies will 
not hesitate to inform the practitioner of the 
drawl acks, side effects and complications en- 
count:red in the use of their preparations. 
Over the past decade, the pharmaceutical 
houses have progressively recognized and ac- 
cepted their role as a service agency to the 
medical profession. 

Tranquilizing agents are organic chemical 
compounds. The Rauwolfia alkaloids occur 
naturally, while the phenothiazine and _pro- 
panediol derivatives are produced synthetical- 
ly. The propanediol derivatives have an ali- 
phatic chemical structure (figure 1), while 
the other drugs mentioned are aromatic com- 
pounds. In addition to their depressant effect 
on the central nervous system, the propanediol 
derivatives have a skeletal muscle-relaxant ac- 
tion, but little or no effect on the autonomic 
nervous system. In contrast, the phenothiazine 
drugs are basically related in structure and 
pharmacologic properties to the antihistamines 
and local anesthetics. 

Among the phenothiazine derivatives, the 
most interesting are chlorpromazine and mep- 
azine. Despite the similarity in their chemical 
structures (figure 1) and in many of their 
pharmacologic properties, these two drugs 
have significant differences in their neuro- 
physiologic mechanisms of action (table 2). 
They are mutually antagonistic to each other’s 
actions on the central and autonomic nervous 
systems as well as to each other’s side reac- 
tions. This may be attributed to the potent 
parasympatholytic properties of mepazine in 
contrast to the sympatholytic properties of 
chlorpromazine. In many respects, mepazine 
simulates atropine, which has a stimulating 
effect on some cortical and subcortical centers 
and a concomitant depressant effect on certain 
motor mechanisms. This may explain the seda- 
tive efficacy of mepazine on the rigidity and 
tremor of parkinsonism—a property in com- 
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mon with atropine. While atropine only blocks 
the action of acetylcholine on smooth muscle 
and glands, mepazine seems to block the ac- 
tion of acetylcholine on the autonomic ganglia 
and skeletal muscles. This may explain the 
euphoric or antidepressant property of mepa- 
zine, which is also found in nicotinic acid and 
isoniazid (isonicotinic acid hydrazide). 


Suggested forms for abbreviated psychiatric history, 
hospital record of treatment and rehabilitation program, 
maintenance chemotherapy regimen recommended and 
for abbreviated psychiatric examination (for office prac- 
tice guidance and recording) are included in the author’s 
reprints or are available on request to the Editorial De- 
partment, PostcRaDUATE Essex Building, Min- 
neapolis 3, Minnesota. 


ADDENDA 


1. Despite the fact that maintenance regulation can 
be accomplished most efficiently and accurately with 
Thorazine tablets, it is more economical to prescribe the 
Spansules once the dosage has been standardized. If the 
patient has dysphagia or finds the Spansules too large or 
difficult to swallow whole, the capsule can be opened 
and the pellets emptied into a teaspoon and taken with 
cold water. 

2. Since promazine has a greater solubility than other 
phenothiazine derivatives, it can be prepared in a more 
concentrated form. At this writing, it is being produced 
in a concentrate of 100 mg. per cubic centimeter. 

3. Perphenazine currently is being prepared in an 
orange-flavored syrup containing 2 mg. of the drug per 
5 cc. (1 teaspoonful) of liquid and will be supplied in 
4 oz. (60 cc.) packages. Intravenous and intramuscular 
ampules containing 1 cc. (5 mg.) of perphenazine also 
are being released. They may be administered undiluted 
when given intramuscularly. When intravenous adminis- 
tration is indicated, the ampule should be diluted to 10 
cc. with sterile water and injected slowly and uniformly 
over a 10 minute period. Since this is a very potent drug, 
intravenous medication should be limited to one ampule 
every three to four hours. 
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Comparative Results of Two 
Health Surveys in the 


Same Industry 


GEORGE P. BISGEIER* 


New Jersey Bell Telephone Company, Newark 


L. HOLLAND WHITNEY+ 


American Telephone and Telegraph Company, New York 


Tue role of multiple screening in modern pre- 
ventive medicine is a subject of much contro- 
versy. There is even disagreement regarding 
the meaning of the term itself. For the pur- 
pose of uniformity, we have accepted the defi- 
nition of the Council on Medical Service of the 
American Medical Association:' “Multiple 
screening is the use of two or more simple 
laboratory tests, examinations or procedures 
applied rapidly and on a mass basis to deter- 
mine presumptive evidence of unrecognized or 
incipient disease or defect.”” As may be noted 
from this, examinations may range in scope 
from the determination of weight and blood 
pressure to elaborate histories, physical ex- 
aminations and multiple laboratory tests. For 
this reason, comparison of various surveys is 
difficult. Moreover, there have been few if any 
reports of repeated surveys using the same 
tests being carried out among similar or iden- 


*Assistant Medical Director, New Jersey Bell Telephone Company. 
Newark, New Jersey. 


tMedical Director, American Telephone and Telegraph Company, New 
York, New York. 
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GEORGE P. 
BISGEIER WHITNEY 


L. HOLLAND 


tical groups of people. This article reports such 
a study. 


Procedure 


The New Jersey Bell Telephone Company 
has conducted two voluntary health surveys 
consisting of the following procedures: (1) 
determination of the employee’s height, weight 
and blood pressure; (2) a postprandial uri- 
nalysis for sugar and albumin, and (3) a 70 
mm. x-ray of the chest. The first survey was 
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carri«:| out from May to November 1951, and 
the s» ond from August to September 1955. 


Afi:r authorization for each program was 
obtained from company management, and be- 
fore |e programs were announced generally, 
the nedical director met with the various 


union committees and management represen- 
tatives. These meetings were designed to ex- 
plain the proposed program, and thereby to 
obtain the cooperation and support of all em- 
ployee groups. It is significant that the attitude 
and level of interest of the various union rep- 
resentatives were uniformly excellent. 

Following these meetings, a health program 
committee was appointed, composed of a rep- 
resentative of each of the five major depart- 
ments of the company, plus one representative 
from the public relations and one from the 
personnel relations departments. This group 
was responsible for scheduling the testing 
units and for clearing all announcements and 
publicity. 

All testing was done at the employees’ work 
locations, and two health test field units 
worked simultaneously. The National X-ray 
Surveys, Inc. supplied “carry-in” x-ray equip- 
ment and two technicians for the large build- 
ings and a “bus” x-ray unit and two tech- 
nicians for the smaller locations. There were 
three registered nurses from the company’s 
medical department accompanying each unit. 

Approximately 150 locations throughout the 
state were visited in each survey. The time re- 
quired for an employee to complete the tests 
was approximately the same in both surveys. 
Where the employees were readily accessible 
to the testing unit, as in a garage, the average 
testing rate was 100 persons per hour. In other 
centers, an average of 70 employees per hour 
were tested. This schedule included all proce- 
dures except urinalysis. Urine specimens were 
forwarded by mail directly to the company’s 
medical department before the date of the 
actual testing procedure. 

The out-of-pocket cost per employee tested 
dropped from $1.51 in 1951 to $1.28 in 1955. 
This reduction was primarily due to the fact 
that the number of participants in the 1955 
survey was larger while the fixed costs re- 
mained the same, resulting in a lessened per 


December 1958 


capita cost, and that the use of business ma- 
chines reduced clerical expenses. 

Physicians of the company’s medical de- 
partment reviewed the results of the field tests 
and gave further examinations to employees 
in whom the findings were abnormal. Neces- 
sary laboratory tests were done, although pa- 
tients were referred to private physicians for 
pyelograms or other more elaborate tests. A 
final classification was then determined. Fol- 
lowing this, all data were forwarded to the 
employee’s private physician. All information 
was completely confidential, and at no time 
was the result of any examination given to 
anyone but the physician designated by the 
employee. Where reassignment was indicated 
because of a medical finding, it was suggested 
to the employee’s department on the basis of 
nonspecific information only. This was done 
only after discussion with the employee and 
his private physician. 

Participation in the health test programs 
was completely voluntary. In 1951, 17,892 
employees representing 79.5 per cent of the 
available employee population participated, 
while in 1955, 21,029 or 85 per cent of the 
available employees took part in the survey 
program. We feel that the increased participa- 
tion reflects the satisfaction of the employees 
and supervisors with the results of the first 
survey program. Much credit must be given 
to the immediate supervisory personnel who 
were actually responsible for “selling” the 
program. 


Results 


The general results of both surveys may be 
found in table 1. There is a remarkable simi- 
larity between men and women as to the 
amount of new pathologic conditions discov- 
ered in both programs. In interpreting these 
results, it must be remembered that the yearly 
turnover rate of the company is approximately 
20 per cent. Table 2 demonstrates the preva- 
lence of certain important conditions found in 
both surveys. Analysis of the data showed 
that of the employees examined in both 1951 
and 1955, 360 were found to have the same 
pathologic conditions in both surveys, new 
conditions developed in 88, and 146 had had 
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TABLE 1 
oF HEALTH Surveys ConpucTeD AMONG EMPLOYEES IN 1951 1955 


RESULTS 


PERCENTAGE OF EMPLOYEES* 


Satisfactory 


Satisfactory with minor deviations 
Major pathologic condition confirmed 
Satisfactory on re-examination 


Pathologic condition previously in company records 


Men Women Total 
1951 1955 1951 1955 1951 1955 
62.9 61.2 69.2 71.2 
| 23.9 30.2 20.9 17.8 21.8 22.6 
68 5.2 2.8 2.7 4.2 3.7 
3.8 1.7 1.5 1.4 22 15 
2.6 | 2.7 0.6 2.6 1.0 


*In 1951 and 1955, the average age of men was 39 and 36, respectively; of women, it was 30 and 31. The average age 


of men and women in both years was 33. 


TABLE 2 


PREVALENCE OF CERTAIN ConpiTIONS AMONG ToTAL NUMBER OF EMPLOYEES SCREENED IN BoTH SuRVEYS* 


NUMBER OF CASES | 


PER CENT OF EMPLOYEES 


CONDITION 7 
| 1951 | 1955 | 1951 1955 
Overweight (20 per cent and over) 1,525 1,866 | 8.50 8.87 
Hypertension 1,474 1,081 | 8.20 5.14 
Diabetes mellitus 56 35 0.31 0.17 
(1 of 320) (1 of 601) 
Active tuberculosis 8 2 | 0.04 0.01 
(1 of 2500) | (1 of 10,515) 


*Certain controlled cases of diabetes and hypertension are not included. 


the conditions found in the first survey con- 
trolled or cured. This latter group included 
employees with diabetes, hypertension, obesity 
and, more rarely, lung cysts and tuberculomas 
which had been removed surgically. 

The basic aim of a screening program is 
to recognize asymptomatic stages of various 
conditions. For this reason table 3—new cases 
referred to private physicians—is particularly 
significant. These employees comprise the 
group for whom survey programs are designed. 
We believe that direction of these persons to 
medical care at early stages of their diseases 
improved the prognoses. Many other employ- 
ees not under regular observation were advised 
to revisit their physicians. 

The problem of obesity has received much 
attention in both medical and nonmedical pub- 
lications. Table 4 shows the correlation of 
obesity with diabetes and hypertension among 
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our employees in 1951 and 1955. The in- 
creased incidence of certain conditions in 
overweight persons is significant enough for 
us to advocate weight control as a tool of pre- 
ventive medicine. 

One of the studies done in 1955 which was 
not done in 1951 was an attempt to correlate 
average blood pressure readings with those 
reported by Master and co-workers” in 1951. 
Results of this comparison are shown in fig- 
ures 1 and 2. We realize that our study was 
done among a selected group of people. that 
is, among those physically able to work and 
between the ages of 17 and 65. Nevertheless, 
the correlation is impressive. 


Discussion 


A major criticism of screening programs is 
that a false sense of security is produced in 
persons in whom the findings are normal.*:* 
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TABLE 3 


w Cases REFERRED TO PRIVATE PHYSICIANS 


NUMBER OF CASES 
CONDITION 

1951 1955 

Diabet: - 45 24 
Hyper! usion 180 432 
Active ‘uberculosis 8 2 
Arrest) tuberculosis 25 
Pulmonary fibrosis 9 6 
Enlarged heart 5 6 
Thickened pleura 3 2 
Hilar adenopathy = 1 
Lung cyst 2 | 
Sarcoidosis 1 
Widened aorta 2 1 
Eventration of diaphragm | 
TOTAL 280 482 


All publicity and all communications to these 
employees, both when they were invited to 
participate and when they were advised of re- 
sults. were designed to avoid this pitfall. The 
letters of invitation to all employees stressed 
that the survey would not replace a full medi- 
cal examination. A similar statement was made 
in the letter sent to all employees in whom the 
findings were normal. All supervisory person- 
nel were urged to emphasize this fact when 
discussing the health program with employees. 
From the number of individuals in this group 
who voluntarily consulted their physician for 
a full periodic examination, we feel we were 
successful. Many employees told medical de- 
partment personnel that not only the employee 
himself but also other members of the family 
went to personal physicians for examinations 
as a result of the survey. 

Another criticism of multiple screening has 


been that it is a mass diagnostic procedure 
with its principal object case finding. We agree 
with Getting and Lombard’ that such indict- 
ment is not justified. The goal of a health 
survey program is to identify asymptomatic 
individuals requiring early medical attention 
and to help them obtain it from a physician 
of their own choosing.® Those working in in- 
dustrial medicine are in a uniquely advan- 
tageous position to help in a program of this 
type. Large industrial populations offer an 
opportunity for a screening program with a 
minimum of difficulty. 

Who gains from such screening programs? 
Our answer is simple—everyone gains. Of pri- 
mary import is the program’s value to the em- 
ployee. Certainly, those employees in whom a 
disease was discovered and who received ther- 
apy have benefited. All employees have ob- 
tained some measure of “health conscious- 
ness,” which, although intangible, is of value. 
Such health surveys help prove to employees 
that their employers are genuinely interested 
in their health, and, for this reason, improve 
employee morale. 

Industry has a valid interest in the health of 
its employees. Healthy employees are more 
efficient, and have less absenteeism, resulting 
in greater production. There is an even more 
direct economic link to workers’ health 
through payments for sick leave and fringe 
benefits of various types. 

Private physicians benefit when patients 
come to them during the early stages of dis- 
ease, when therapy will be most effective. Rou- 
tine periodic examinations provide private 
physicians with complete health inventories 
of their patients. 


TABLE 4 
RELATIONSHIP OF WEIGHT TO INCIDENCE OF DISEASE 
PERCENTAGE OF EMPLOYEES WITH A PATHOLOGIC CONDITION 
Hypertensi d 
WEIGHT CLASSIFICATION Hypertension Enlarged heart ae di Diabetes mellitus 
1951 | 1955 1951 1955 1951 | 1955 1951 1955 
Normal 5.8 4.5 0.6 0.3 0.1 0.0 0.3 0.1 
Overweight 21.1 88 | Is 3.3 1.7 0.9 0.6 0.6 
(20 per cent and over) | 
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FIGURES 1 and 2. Average blood pressure readings of employees examined in survey by New Jersey Bell Telephone 
Company compared with readings reported by Master and co-workers.” 


The community as a whole benefits from 
the educational aspects of health surveys and 
the resulting higher health standards. 


Summary 


Two identical health surveys or screening 
programs were conducted in a similar popula- 
tion group at a four year interval. A compari- 
son of results has suggested several conclu- 
sions of interest. 
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In 1951, 280 employees and in 1955, 482 
employees were referred to their personal phy- 
sicians for previously unrecognized conditions. 
Many others were urged to return to their 
physicians for closer observation of known 
conditions. These figures do not include em- 
ployees whose test results were within the nor- 
mal range but who subsequently had complete 
examinations by their private physicians as a 
result of the stimulus of the survey programs. 
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Such -ooperation between industrial and pri- 
vate ,»hysicians benefits all concerned—the 
emplovee, management, the private practi- 
tioner and the community as a whole. 

Certain medical facts emerge: the high in- 
cidence of obesity and hypertension, as well 
as the apparent relationship of obesity to 
hypertension and diabetes. The correlation of 
blood pressure statistics with those of Master 
and his co-workers is striking. Also noteworthy 
is the decrease in the incidence of active tuber- 
culosis among employees. We believe there 
were two factors in this decline: (1) The 1951 
program was the first such survey undertaken 
and therefore covered a much longer period 
than the 1955 program; and (2) since 1951 
about 50 per cent of applicants for employ- 
ment have received chest x-rays at the time 
of the preplacement medical examination. 

While all the benefits of a health survey 
program may not be immediately noted, we 
believe that screening programs are effective 
in improving the health of employees. As an 
immediate result, the detection of even one 
unknown case of active tuberculosis is impor- 
tant from the viewpoint of the person, his fam- 


ily, industry and public health in the commu- 
nity. How much future absenteeism has been 
prevented by early treatment of certain chron- 
ic conditions such as diabetes and hyperten- 
sion must remain speculative. However in- 
tangible it may seem, we believe that the sense 
of health consciousness produced by a screen- 
ing program warrants the effort and expense 
involved, and that there is a definite place for 
multiple screening in industrial medicine. 
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WANTED: PHOTOS OF PHYSICIANS DRIVING VINTAGE CARS 


To illustrate an exhibit, the Illinois State Medical Society wants old 
photographs showing physicians driving cars of 1900 to 1910 vintage. Scenes 
illustrating difficulties on the road or poor highway conditions are especially 
desired. The photographs will be returned undamaged. 

Photographs should be accompanied by a memo giving the physician’s 
name and town, whether he is living or deceased, and the make and year of 
the automobile. Send to: Mr. John A. Mirt, Illinois State Medical Society, 


185 North Wabash Avenue, Chicago 1. 
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The Hormonal Control of 
Ovulation and Early 


Development 


GREGORY PINCUS 


The Worcester Foundation for Experimental Biology, 
Shrewsbury, Massachusetts 


Repropucrioy in the 
female mammal begins 
with the ripening of the 
ovarian follicle and the 
discharge of a fertiliza- 
ble egg from the folli- 
cle. It is now fairly well 
established for many 
species of higher mam- 
mals that the develop- 
ment of an antrum in 
young follicles and 
their growth to preovulatory states are stimu- 
lated by an anterior pituitary follicle-stimulat- 
ing hormone (FSH). The rapid swelling of the 
follicle, culminating in rupture, requires the 
synergistic action of FSH and L.H. (anterior 
pituitary luteinizing hormone). When the rup- 
tured follicle heals and forms the corpus 
luteum, the secretion of corpus luteum hor- 
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mone, progesterone, becomes accelerated. 

Progesterone serves a dual function: (1) 
It acts on the oviducts in such a way as to 
insure normal descent of the ova and their im- 
plantation into a properly prepared uterine 
endometrium, and (2) it inhibits further dis- 
charge of L.H., thereby preventing ovulation 
during pregnancy. In polyestrous species, the 
marked decline of progesterone secretion oc- 
curring at or shortly after parturition with- 
draws this block to L.H. secretion and a post- 
partum ovulation occurs. Progesterone is the 
hormone par excellence of pregnancy; it pro- 
motes the proper growth of the uterine ovum. 
maintains the fetus and placenta, and by its 
rather specific inhibition of L.H. release in- 
sures the absence of supernumerary ova dur- 
ing pregnancy. 

Curiously, although the ovulation-inhibiting 
action of progesterone was established in ex- 
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TABLE 1 


EFFects OF OrAL PROGESTERONE ON THREE INDEXES OF OVULATION 


PER CENT POSITIVE FOR OVULATION BY 
MEAN CYCLE 
MEDICATION NUMBER LENGTH | Basal Endometrial Vaginal 
| temperature biopsy smear 
None (: ontrol) 33 27.9 + 0.61 | 100 100 100 
Proge-!rone 69 25.5 + 0.59 | 27 | 18 6 


perimental animals over 20 years ago,':” the 
demonstration was taken for granted but not 
proved. Progesterone has indeed been used to 
induce luteal phase changes in the human en- 
dometrium and to maintain pregnancy in the 
face of threatened abortion, but accurate defi- 
nition of its effects when administered before 
and during expected ovulation has not been 
made. Furthermore, there has not been even 
an attempt at the exploration in women of 
another effect of progesterone, demonstrated 
at least for the rabbit, namely, the inhibition 
of fertilization following administration of 
very large doses of the hormone immediately 
after ovulation. 


Progesterone in the Normal 
Menstrual Cycle 


Several years ago, in collaboration with 
Dr. John Rock and his colleagues at the Free 
Hospital for Women in Brookline, Massachu- 
setts, we undertook a study of the effects of 
progesterone administered to normally men- 
struating, regularly ovulating women. The hor- 
mone was administered by mouth for two 
reasons: (1) The regular injection of pro- 
gesterone is difficult due to lack of a depot 
effect with small doses and the pain accom- 
panying large doses,* and (2) in animal ex- 
periments we had found that the oral ovula- 
tion-inhibiting dose was much less than the 
endometrium-stimulating dose.* After some 
preliminary study of dosage effects, we settled 
on 300 mg. per day as a significantly effective 
dosage, and this was administered from the 
fifth day through the twenty-fourth day of the 


*A depot progesterone is now available—progesterone- 
17-hydroxy-caproate—and others are being used experi- 
mentally,*"> but predictable, controllable cyclicity with 
their administration remains to be established. 
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menstrual cycle. In this and subsequent stud- 
ies we adhered to the “day 5 through 24” regi- 
men because (1) it covers at least 98 per cent 
of possible ovulation times in the human men- 
strual cycle," and (2) it insures an approxi- 
mately normal cycle length since withdrawal 
bleeding usually takes place within two to six 
days following the last dose.*:* We observed 
each of 33 volunteer subjects during a control, 
nontreatment cycle and for one to three suc- 
cessive cycles of medication immediately fol- 
lowing the control cycle. As indexes of the 
occurrence of ovulation, daily basal tempera- 
tures and vaginal smears were taken, and at 
the nineteenth to twenty-second day of the 
cycle an endometrial biopsy. 

Table 1 summarizes our observations of 
these ovulation indexes. By any single cri- 
terion, ovulation occurred in practically every 
control cycle, but its positive diagnosis could 
not be made in the great majority of the medi- 
cation cycles. Since any single index is sub- 
ject to a degree of observational error, we 
sought to establish ovulation by combinations 
of two or all three indexes and emerged with 
the conclusion that ovulation inhibition oc- 
curred in at least 85 per cent of the first cycles 
of administration and in 95 to 100 per cent 
of the later medication cycles.** This deduc- 
tion appeared to be confirmed by the direct 
examination during the latter half of a medi- 
cation cycle of the ovaries of a group of wom- 
en who underwent laparotomy. 

Although we thus demonstrated the ovula- 
tion-inhibiting activity of progesterone in nor- 
mally ovulating women, oral progesterone 
medication had two disadvantages: (1) the 
large daily dosage (300 mg.) which presuma- 
bly would have to be even larger if one sought 
100 per cent inhibition, and (2) the occur- 
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FIGURE 1. I. 17a-ethinyl- 


19-nortestosterone ( Nor- CH;!| 7 
lutin). Il. 17a-ethinyl- 
estra-(5,10) -eneolone | | 
(Enovid). IIL 17a- 
ethyl-19-nortestosterone | | 

(Nilevar). 


rence of shortened menstrual cycles, i.e., 
breakthrough bleeding, in 18 per cent of the 
medication cycles studied (resulting in the 
significant decrease in mean cycle length re- 
corded in table 1). 


The 19-Nor Steroids 


While the foregoing investigation was in 
progress we were examining a large number 
of steroidal and nonsteroidal compounds as 
potential ovulation inhibitors, or inhibitors of 
early embryo development, in rabbits and 
rats.*"*'® Again, because of ease of adminis- 
tration we sought substances likely to be ac- 
tive by mouth. The most highly active proved 
to be a group of progestational compounds 
which we have called 19-nor steroids" since 
they lack carbon No. 19 of the progesterone 
molecule (see figure 1). From these com- 
pounds we selected three for clinical study: 
17a-ethinyl-19-nortestosterone (1), 17a-ethi- 
nylestra-(5, 10)-eneolone (II), and 17a-ethyl- 
19-nortestosterone (III).* 

Using again the day 5 through 24 regimen 


*I, norethisterone (NoRLUTIN®); II, norethynodrel 
(eENovip®); III, norethylsterone (NILEVAR®). 
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and a variety of daily dosages, we examined 
the effects of these compounds on the normal 
menstrual cycle in 50 volunteer subjects tak- 
ing the medication ordinarily for three suc- 
cessive cycles. In addition to measuring the 
ovulation indexes as in the progesterone ex- 
periment, we also measured the urinary ex- 
cretion of 17-ketosteroids and of pregnanediol 
during days 19 to 22 of the cycle. The latter 
compound is especially useful since it is an 
unequivocal measure of the production of pro- 
gesterone, its metabolic precursor. The data 
of these experiments have been published in 
detail.'*"'* Table 2 summarizes our findings 
on ovulation indexes and urinary steroid ex- 
cretion. Since essentially similar effects were 
observed at all dosages of 10 mg. per day and 
above, the data for these various dosage ranges 
are averaged. It is apparent from the table 
that there is clear evidence of ovulation inhibi- 
tion by all criteria. Since these compounds 
are thermogenic and have specific progestin- 
like effects on the vaginal epithelium and en- 
dometrium,"* these indirect indexes may be 
misleading, but the clear inhibition of preg- 
nanediol output to what are in fact preovula- 
tory levels'® strongly points to an absence of 


TABLE 2 
OvuLATION INDEXES AND STEROID ExcRETION IN CONTROL AND MEDICATION CYCLES 
PER CENT POSITIVE FOR OVULATION BY MILLIGRAMS PER DAY 
17-Ketosteroids | Pregnanediol 

None 56 95 89 6.98 2.06 

I 21 . 0 7.16 0.33 

II 36 0 Ps 5.88 0.31 

Ill 17 6 ll 4.50 0.34 
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TABLE 3 


INCIDENCE OF PREGNANCY IN 265 PuERTO 
Rican SuBJECTS 


PREGNANCIES 
| MBER OF TABLETS NUMBER OF PER 100 
MISSED CYCLES WOMAN-YEARS 
Premedication 62.5 + 1.35 
0 1279 0.0 
1-5 | 282 | 9.2 
6-19 151 | 25.9 


\ll medication cycles | 1712 | 3.8 


ovulation in the medication cycles. Actually, 
in a series of some 20 laparotomies made in 
the latter half of medication cycles, complete 
absence of ovulation from the ovaries was 
observed. 

These compounds appeared to have an ad- 
vantage over progesterone as ovulation inhibi- 
tors since they were completely effective at 
such low dosages and the incidence of break- 
through bleeding was quite low, particularly 
with compounds I and II. Further studies 
demonstrated that such escape bleeding could 
be virtually eliminated at the 10 mg. dosage 
by adding a small amount of estrogen.’”''® 
Furthermore, a comparative study was under- 
taken over many months of the effects of 300 
mg. of progesterone plus estrogen and II plus 
estrogen in a group of regularly menstruating 
and ovulating psychotic women.'*:** This study 
demonstrated a remarkable succession of 
cycles of normal length when II plus estrogen 
was taken, and a tendency for eventual break- 
through bleeding with oral progesterone de- 
spite the added estrogen. 


Contraceptive Studies 


A little over two years ago, the Family 
Planning Association of Puerto Rico, through 
its Medical Director, Dr. Edris Rice-Wray, 
initiated in collaboration with us a direct study 
of the contraceptive effects of norethynodrel 
(II) in volunteer subjects. The organization 
of the project and a preliminary report of the 
details of its working have been described by 
Dr. Rice-Wray.'® A month’s supply of 20 tab- 
lets, each containing 10 mg. of II plus 0.15 to 
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0.23 mg. of ethinyl estradiol 3-methyl ether, 
was given regularly to each subject when vis- 
ited by a project worker who obtained details 
as to the subject’s menstrual history in the 
preceding month. The day 5 through 24 regi- 
men was requested, but the number of days 
when tablet-taking was forgotten (or omitted ) 
was recorded. Each subject was instructed to 
use all 20 tablets even if such omissions oc- 
curred, unless a menstrual period supervened. 
Notes were taken on degree of menstrual flow 
and pain, and on the occurrence of side effects. 
As the project advanced, various subjects 
dropped out, but they were immediately re- 
placed so that a population of approximately 
125 subjects has been maintained each month. 

Various details of the first 18 months of 
this study have been published.’*:*°:*' In ap- 
proximately 75 per cent of the 1,712 medica- 
tion cycles the subjects reported regular day 
5 through 24 tablet-taking with no omissions; 
in 16 per cent, one to five days of missed tab- 
let-taking; and in 9 per cent, six or more days 
of missed tablet-taking. An extremely regular 
distribution of menstrual cycle lengths was 
observed in the first group, whereas in the 
latter two groups a tendency for either short or 
somewhat lengthened cycles was manifested. 

The pregnancy rates in these women before 
medication and while on medication are pre- 
sented in table 3. It is clear that in those cycles 
where tablets were taken according to direc- 
tions, no pregnancies occurred, and that even 
where tablet-taking was omitted the pregnan- 
cy rate was low and apparently proportional 
to the degree of tablet-missing. The over-all 
rate represents roughly a 95 per cent decrease 
in pregnancy rate over that previously experi- 
enced by these women. 

Excluding 12 women who were pregnant 
when they entered the project (and whose 
course of pregnancy was in no way adversely 
affected by the medication) and a small num- 
ber for whom we had inadequate records, we 
lost an average of seven volunteers per month 
during the first 18 months. The numbers leav- 
ing and the reasons for their leaving are pre- 
sented in table 4. Those listed as “pregnant 
with disuse” are women who because of either 
carelessness or disinterest, or because of al- 
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TABLE 4 


REASONS FOR DiscoNnTINUING ENovip Mepication, 123 Puerto Rican WoMEN 


T 
| 


PER CENT OF TOTAL | PER CENT OF TOTAL 
NUMBER 
DISCONTINUING SUBJECTS 

Reactions 37 30.1 14.0 
Moved or too distant 19 15.4 7.0 
Pregnant with disuse 14* 11.4 5.5 
Pregnant during use 5 4.1 2.0 
Sterilized ll 8.9 4.0 
Separated from husband 10 8.1 4.0 
Husband sterilized 7 We 25 
Unrelated illness 7 a7 25 
Husband against practice 4 a 15 
No interest 3 2.4 1.0 
Religion 1 0.8 0.5 
Miscellaneous 5 _41 2.0 

TOTAL 123 100.0 46.5 


*Four of these stopped medication because of reactions. 


leged adverse side effects, ceased taking the 
medication and became pregnant within one 
to three months following discontinuance. 
Since these pregnancies occurred in women 
who had taken the medication for from 1 to 
18 cycles, they suggest that at least over these 
medication periods a fairly prompt return of 
fertility can occur. In our previous studies of 
medication for three to four month periods, 
this prompt return to normal ovulatory cyclic- 
ity had been observed.'* 

By far the largest single group dropping 
from the study did so because of alleged dis- 
agreeable reactions to the medication (table 
4). In reviewing the incidence of such de- 
partures, we noted that they were maximal in 
the first few cycles of medication and that they 
gradually decreased. Suspecting either a con- 
scious or a subconscious fear of this novel 
method of contraception as the basis, we un- 
dertook an experiment with a new group of 
volunteers who were using conventional meth- 


TABLE 5 


“REACTIONS” TO ENOvID AND TO PLACEBOS 


PLACEBO 


ENOVID 
Number of cycles 29 31 
Per cent with “reactions” 34 29 
Per cent with “nausea” 24 23 


ods of contraception. We asked them not to 
abandon their customary contraceptive prac- 
tices but to continue them during one or more 
cycles of tablet-taking. To every other woman 
in this series, placebos were given in a dou- 
ble-blind study. The data on the reported in- 
cidence of “reactions” among those receiving 
placebos and those receiving true medication 
are presented in table 5. It is obvious that 
there is no real difference in the two groups, 
indicating the origin of the “reactions” to be 
psychogenic. 

To the women in our regular series com- 
plaining of such reactions, we gave, also in a 
double-blind study, antacid tablets or exactly 
matching lactose placebos. In table 6 are data 
on the degree of relief experienced from such 
symptoms as nausea, dizziness, vomiting, head- 
ache and abdominal pain. The placebos were 
70 per cent as effective as the antacid tablets, 


TABLE 6 


Errects OF PLACEBO AND ANTACID MEDICATION 
on “REACTIONS” TO ENovID 


ANTACID | PLACEBO 
| 
Number of cycles 29 | 23 
Improved | 26 15 
Not improved | 3 8 
| 
Per cent improved 90 65 
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wh: h in turn relieved the symptoms in 90 per 
ce: of the cycles during which one or more 
we taken. 

_ number of additional studies of these sub- 
jec'- have been made, including steroid excre- 
tic:.. endometrial biopsies from time to time, 
blood sampling, and, in a limited number of 
cases, ovarian biopsies of subjects coming to 
operation."* °° Thus far, no pathologic varia- 
tions have been observed. A remarkably con- 
stant cyclic pattern of endometrial response to 
the medication apparently occurs month after 
month."* This is essentially a sort of prema- 
ture luteal phase in the endometrial glands and 
a predecidual development of the stroma dur- 
ing the latter days of the artificial cycle.'*'"*° 


Some Considerations About 
the Future 


The experimental studies I have detailed 
indicate that a consistent inhibition of ovula- 
tion during a succession of apparently normal 
artificial menstrual cycles may readily be ac- 
complished by orally active progestin fortified 
by a small estrogen supplement. Thus a meth- 
od of oral contraception has been devised. 
When this same material is administered in 
low doses following ovulation, there appears 
to be no adverse effect on the developing 
ovum,'* and certainly no complete inhibition 
of endogenous corpus luteum secretion.'” 

A number of questions posed by our finding 
remain to be answered. First of all, what is 
the long-run effect of a number of years of 
such cyclic medication on the uterine endo- 
metrium and ovaries? The former appears to 
respond cycle after cycle in characteristic 
fashion, and since the normal endometrium 
exhibits similar cyclic changes throughout re- 
productive life, we do not anticipate any nota- 
ble aberrant development. But it remains to 
be seen. Preliminary studies of ovarian biop- 
sies taken after 2 to 20 cycles of medication 
reveal a normal complement of ova but an ab- 
sence of corpora lutea and large follicles. 

Secondly, what is the long-run effect of 
cyclic L.H.-release inhibition? We have not 
been able to examine the pituitary glands of 
any of the subjects under study, but the in- 
direct indexes of pituitary function employed, 
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e.g., steroid excretion, do not suggest notable 
deviations in pituitary function. This aspect 
will certainly be investigated further. How- 
ever, both constant and cyclic administration 
of progestin and estrogen have been common 
clinical practice for many years in both pre- 
menopausal and postmenopausal women, ‘and 
pituitary syndrome has never been reported in 
these patients. 

Finally, what about other means of con- 
trolling ovulation and early development? On 
the basis of data from animal experiments ac- 
cumulated over many years, the vulnerability 
of each phase of the reproductive process is 
well established. For example, large doses of 
estrogen will inhibit ovulation or ovum im- 
plantation or both in a number of species. 
We long ago demonstrated that certain com- 
pounds related to the estrogens may indeed 
affect the ova without affecting the endometri- 
um, and vice versa.** Antiestrogens may be 
found to disrupt follicular phase phenomena, 
antiprogestins to counteract endogenous pro- 
gesterone, and specific antigonadotropins to 
inhibit not only ovulation but perhaps corpus 
luteum function. Specific ovicidal substances 
have been described,*'** and intra-uterine 
processes that are necessary for the ripening 
of sperm for fertilization may be hormonally 
controlled.” 

If we are on the brink of finding numerous 
methods for the inhibition or disruption of 
various stages in reproductive processes, it 
means that we are also armed with means for 
the repair of naturally occurring defects. Fer- 
tility and sterility are two sides of the same 
coin. As long as scientific inquiry into their 
control is freely possible, so long will we ad- 
vance with new means and better insight. 


REFERENCES 


1. Makepeace, A. W., Wernstern, G. L. and Friep- 
MAN, M. H.: Am. J. Physiol. 119:512, 1927. 

2. Astwoop, E. B. and Fevoip, H. L.: Am. J. Physiol. 

127:192, 1938. 

Pincus, G.: Acta endocrinol. (supp.) 28:18, 1956. 

ReIFenste1n, E. C.: Ann. New York Acad. Sc. (In 

press. ) 

BoscHann, H. W.: Ann. New York Acad. Sc. (In 

press. ) 

6. Latz, L. J. and Retner, E.: Am. J. Obst. & Gynec. 
43:74, 1942. 


all 


659 


| 


. Pincus, G.: Proceedings of the Fifth International 
. Conference on Planned Parenthood, Tokyo, 1955. 
8. Pincus, G. and Cuane, M. C.: Acta physiol. latino- 

am. 3:177, 1953. 

9. R. F., M. C. and Pincus, G.: 
Fertil. & Steril. 5:282, 1954. 

10. Pincus, G., CHane, M. C., Zarrow, M. X., Harez, 
E. S. E. and Merritt, A.: Endocrinology 59:695, 
1956. 

11. Science 124:890, 1956. 

12. Rock, J., Garcia, C. R. and Pincus, G.: Rec. Prog. 
Hormone Res. 13:323, 1957. 

13. ___: Am. J. Obst. & Gynec. 75:82, 1958. 

14. Proceedings of the Symposium on 19-Nor Progesta- 
tional Steroids. Chicago, Searle Research Labora- 
tories, 1957. 

15. Pincus, G., Rock, J. and Garcia, C. R.: Ann. New 
York Acad. Sc. (In press.) 

16. Garcia, C. R. and Rock, J.: Proceedings of the 


Symposium on 19-Nor Progestational Steroids. Chi- 
cago, Searle Research Laboratories, 1957, p. 14. 

17. Pincus, G.: Proceedings of the Symposium on 19. 
Nor Progestational Steroids. Chicago, Searle Re- 
search Laboratories, 1957, p. 105. 

18. Pincus, G.: Studies on Fertility. (In press.) 

19. Rice-Wray, E.: Proceedings of the Symposium on 
19-Nor Progestational Steroids. Chicago, Searle Re- 
search Laboratories, 1957, p. 78. 

20. Pincus, G., Rock, J., Garcia, C. R., Rice-Wray, 
E., Pantacua, M. and Ropricuez, I.: Am. J. Obst. 
& Gynec. 75:1333, 1958. 

21. Panracua, M.: Puerto Rican M. J. (In press.) 

22. Pincus, G. and WertHEssEN, N. T.: Proc. Roy. Soc. 
Med. 126:330, 1938. 

23. Cuane, M. C.: J. Gen. Physiol. 32:291, 1949. 

24. Secat, J. and Netson, W. O.: Anat. Rec. (abstr.) 
130:372, 1958. 

25. Cuanc, M. C.: Nature, London 175:1036, 1955. 


BOOKS RECEIVED 


Books received are acknowledged, and, as space 
permits, those of principal interest to our readers 
are reviewed more extensively. Reviews appear in 
this issue starting on page A-146; additional list- 
ings are on pages 614, 637 and A-156. 


Progress in Cardiovascular Diseases. A quarterly 
publication. Progress in Cardiac Surgery. Edited by 
Charles K. Friedberg, M.D., Cardiologist and Attending 
Physician for Cardiology, The Mount Sinai Hospital, 
New York. 108 pages, illustrated. 1958, Grune & Stratton, 
Inc., New York and London. $3.00. 


Illustrated Preoperative and Postoperative Care. 
By Philip Thorek, M.D., Professor of Surgery, Cook 
County Graduate School of Medicine, Chicago. 98 pages 
with 60 illustrations. 1958, J. B. Lippincott Company, 
Philadelphia and Montreal. $5.00. 


Social Psychiatry in Action; a Therapeutic Commu- 
nity. By Harry A. Wilmer, M.D., Naval Medical Re- 
search Institute, Bethesda, Maryland. 373 pages, illus- 
trated. 1958, Charles C Thomas, Springfield, Illinois. 
$8.75. 


Pictorial Handbook of Fracture Treatment. By 
Edward L. Compere, M.D., Professor and Chairman, 
Sam W. Banks, M.D.. Associate Professor, and Clinton 
L. Compere, M.D., Associate Professor, Department of 
Orthopaedic Surgery, Northwestern University Medical 
School, Chicago. Ed. 4. 448 pages with 268 illustrations. 
1958, The Year Book Publishers, Inc., Chicago. $7.50. 


Sex and the Adolescent. By Maxine Davis. 317 pages. 
1958, The Dial Press, New York. $5.00. 


Intracardiac Phenomena; in Right and Left Heart 
Catheterization. By Aldo A. Luisada, M.D., Director, 
Division of Cardiology, and Chi Kong Liu, M.D., Chief, 
Laboratory of Catheterization, The Chicago Medical 
School, Chicago. 179 pages with 82 illustrations. 1958, 
Grune & Stratton, Inc.. New York and London. $9.50. 


660 


Clinical Neuroanatomy, Neurophysiology and Neu- 
rology; With a Method of Brain Reconstruction. By 
Louis Hausman, M.D., Professor of Clinical Medicine 
(Neurology), Cornell University Medical College, New 
York. 552 pages. 1958, Charles C Thomas, Springfield, 
Illinois. $9.75. 


Cardiovascular Diseases. By David Scherf, M.D., Pro- 
fessor of Clinical Medicine, and Linn J. Boyd, M.D., Pro- 
fessor and Director of Medicine, New York Medical Col- 
lege, New York. Ed. 3. 829 pages with 119 illustrations. 
1958, Grune & Stratton, Inc., New York and London. 
$17.75. 


Congenital Anomalies of the Hand and Their Sur- 
gical Treatment. American Lecture Series. By Arthur 
Joseph Barsky, M.D., Professor of Clinical Surgery, 
Albert Einstein College of Medicine, New York. 165 
pages, 77 illustrations. 1958, Charles C Thomas, Spring- 
field, Illinois. $5.75. 


Clinical Radiology of Acute Abdominal Disorders. 
By Bernard S. Epstein, M.D., Chief, Department of 
Radiology, The Long Island Jewish Hospital, New Hyde 
Park, New York. 352 pages with 224 illustrations. 1958, 
Lea & Febiger, Philadelphia. $15.00. 


Hormone Production in Endocrine Tumours. Ciba 
Foundation Colloquia on Endocrinology. Edited by G. 
E. W. Wolstenholme, O.B.E., and Maeve O’Connor, B.A. 
Vol. 12. 351 pages with 58 illustrations. 1958, Little, 
Brown & Company, Boston. $9.00. 


The Cervical Syndrome. American Lecture Series. By 
Ruth Jackson, M.D., Clinical Assistant Professor of Or- 
thopedic Surgery, University of Texas Southwestern 
Medical School, Dallas. Ed. 2. 197 pages with 90 illus- 
trations. 1958, Charles C Thomas, Springfield, Illinois. 
$6.50. 


Applied Medical Library Practice. By Thomas E. 
Keys, M.A., Librarian, Mayo Clinic, Rochester. 495 
pages. 1958, Charles C Thomas, Springfield, Illinois. 
$10.75. 


POSTGRADUATE MEDICINE 


@ Scennfic hibit 


Urinary 
Stress 
Incontinence 
in the Female 


C. PAUL HODGKINSON* AND 
WILLIAM T. KELLY 


Henry Ford Hospital, Detroit 


Adapted from an exhibit designed and executed by 
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Technic of 
Metallic 


Urethrocystography 


MATERIAL 


Metallic bead chain 25 cm. long: beads 3 mm. 
diameter. 


18 F. soft rubber catheter, split lengthwise. 
SKIODAN® 25 per cent, 60 cc. 


20 ce. syringe, catheter, receptacles for urine, 
metallic marker. 


PROCEDURE 
Empty bladder. 


Insert chain into bladder using split catheter 
as an obturator. 


Withdraw catheter, leaving chain in the 
urethra and bladder. 


Instill 60 ec. Skiodan. 


Place metallic marker at external urinary 
meatus. 


662 


Cm. water 


POSTGRADUATE MEDICINE 


x 
3 
? 
rx 
A 
| 
| 
Nom 
Diag 


Ty;:cal stress inconti- 
nen:« (preoperative) 


ROENTGENOGRAMS 


All roentgenograms obtained with 
patient erect. 


Feet should be separated 12 in. 


Nonstraining pictures obtained 
first, anteroposterior and lateral. 


Patient is asked to hold breath and 
strain downward. Anteroposterior 
and lateral pictures are repeated. 


Cystometric Examination 


Sensation to heat _+ 


+ Total capacity 450 cc. 
Sensation to cold 


Residual urine 


Sensation to filling + 
| | | | | | | | 
90 + + + — 
| | | | | | 
| | } | | | | 
80-——+— -+ + +- 
| | | 
| | | | 
50 |_| | 
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100 200 300 400 500 600 700 800 900 1000 
Cc water 
Case #610331. Date_ 2-10.54 


Diagnosis Normal bladder 


Cystometric Examination 


Total capacity - 900 cc 


Sensation to heat__+ _ cc. 
Residual urine 50 cc. 


Sensation to cold + _ 


to filling + 
} | 
| | 
| | 
| | 
| | | | 
| | 
é | | | | 
40 -+ + t + 
| 
30 
| | 
20 + + No 
| | LV P 
{ | 
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100 200 300 400 500 600 700 800 900 1000 
Cc woter 
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Diagnosis: Normal, large capacity bladder 
Stress incontinence—hypotonic type 


Cystometric Examination 


Sensation to heat_ 


Sensation to cold__+ 
Sensation to filling + 


Total capacity 275 cc. 
Residual urine 


| | | | | 
| | | 
90 |_| + + + 4 
80 —+-- + + + + | 
| 
| | | | 
Initial | | | | | 
ur + T 1 
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100 200 300 400 500 600 700 800 1000 
Cc. water 
Name- D. Case 2451279 Date! 18-55 


Diagnosis) Neurogenic bladder—hypertonic type 
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Variations of Normal Urethrovesicopubic 


VIRGIN 


= 


MARRIED NULLIPARA 


; 


— 


CONTINENT MULTIPARA 


Relationships: 
No Stress Incontinence 


Characteristics 


NONSTRAINING 
Shape—Ovoid. 
Position—Midpubic. Urethrovesical 
junction posterior to midcoronal 
bladder plane. 
Contour—Symmetrical. 


STRAINING 


Shape—Flattening of dome. 
Position—Anterior rotation. 


Characteristics 


NONSTRAINING 


Shape—lIrregular contour. 
Position—Normal. Urethrovesical 
junction in midcoronal bladder plane. 


STRAINING 


Position—Depressed to subpubic 
location with posterior rotation. 
Weakness—Posterior and inferior. 


Characteristics 


NONSTRAINING 


Shape—Irregular contour. 
Position—Normal. Urethrovesical 
junction at midcoronal bladder plane. 


STRAINING 


Shape—lIrregular contour. 
Position—Moderate descensus with 
posterior extension of bladder. 
Weakness—Inferior and posterior. 


Bard 
v SAF > 
| 


U rethrovesicopubic Relationships in 
Uterovaginal Prolapse: 


No Stress Incontinence 


Characteristics 


Downward and backward rotation of the 
bladder. 


Assimilation of urethra into anterior 


bladder wall. LO? 


These are nature’s compensating ae 
mechanisms. 


When these relationships exist, 
stress incontinence does not occur. 


/ 
i 

Origin: 


Pubococcygeus muscle 


ms Indicates complete failure of first-order support (fibrous 
investment of the bladder) but only partial failure of 
second-order support (pubococcygeal portion of the leva- 

tor ani muscle). 


Indicates complete failure of the 
supporting structures—fibrous in- 
vestment of the bladder, pelvic 
fascia and levator ani. 


a? | 
) 
; 
\ 
) 
Urethra 
¥ 
| 


og 


NORMAL VIRGIN 


Characteristics 


Position 


STRAINING 


PARTURITION 


UNONSTRAINING 


Stress Incontinence 


NONSTRAINING 
Shape—Ovoid. 


Midpubic. Urethrovesical 


junction posterior to midcoronal 
bladder plane. 
Contour—Symmetrical. 


Shape—Flattening of dome. 
Position—Anterior rotation. 


Decompensating relationships of parturition 
leading to stress incontinence 


Vertical downward thrust of the bladder. 
No rotation. 

Displacement of the urethrovesical 
junction to the lowermost bladder level. 


Decompensating relationsh ps of uterine 
: suspension syndrome 


Anterior displacement of bladder. 
Posterosuperior pressure of bladder. 
Limitation of bladder capacity. 


Urethrovesical junction at lowermost 


No rotation. 

3 bladder level. 

& < = 

~ 

N \. 

' Uterine suspension syn- 
drome caused by: 

pressure, from extra- 
vesical pelvic tumors, 


and 


Pelvic adhesions from 
other types of pelvic 


surgery. 


= 
= 
‘ UTERINE SUSPENSION SYNDROME 
STRAINING 


Surgical Principles for Cure 
of Stress Incontinence 


VAGINAL PLASTIC 
OPERATIONS 


Kelly, Kelly-Kennedy and 

Aldridge modification 
Tighten sphincter. 
Elevate urethrovesical 
junction to the high- 
est possible point. 
Do not overcorrect 
cystocele. 
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Nonstraining 


Nonstraining 


PREOPERATIVE 


POSTOPERATIVE 


Straining 


Straining 
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RETROPUBIC ELEVATION OF URETHROVESICAL JUNCTION 
Millin-Read, Marshall-Marchetti and round-ligament sling modification 


Elevate urethrovesical junction above lowermost bladder level. 
Rotate bladder backward; simulate nature’s prolapse relationships. 
Do not repair cystocele from vagina. 


PREOPERATIVE 


Nonstraining Straining 


POSTOPERATIVE 


Nonstraining Straining 
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The Diagnostic Use of 


Radioactive Isotopes 
2. RADIOIODINE AND THYROIDAL FUNCTION 


CHARLES A. OWEN, JR.* 


Mayo Clinic and Mayo Foundation, Rochester, Minnesota 


Four years after Joliet 
and Curie recognized 
that new radioactive 
elements could be cre- 
ated, Hamilton and 
Soley were applying 
one such element, ra- 
dioiodine, to the study 
of the thyroid gland. 
This is the twentieth 
anniversary of its clini- 
cal use. OWEN, JR. 
The metabolism of 

iodine, the function of the thyroid, and the 
general metabolic state of the body are all 
interrelated. It is well known that the basal 
metabolic rate tends to vary with the level of 
the thyroidal hormones, principally thyroxine, 
and that these iodinated hormones require 
adequate body supplies of iodine and a func- 


CHARLES A. 


*Section of Clinical Pathology, Mayo Clinic and Mayo Foundation, 
Rochester, Minnesota. The Mayo Foundation is a part of the Gradu- 
ate School of the University of Minnesota. 
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tioning thyroid. What is still only poorly un- 
derstood is (1) the mechanism of an overly 
efficient thyroid, leading to exophthalmic goi- 
ter (Graves’ disease), (2) the spontaneous 
depression of thyroidal function, leading to 
myxedema, and (3) the various “inflamma- 
tory” diseases loosely termed “thyroiditis.” 


Metabolism of lodine 


lodine is rapidly absorbed from the intesti- 
nal tract. The average person ingests about 
150 yg. of iodine per day; this value is larger 
along seacoasts because of the generous sup- 
plies of iodine in the ocean, whereas it is less 
in those regions in which the iodine has been 
leached out over the millenniums, such as the 
Great Lakes region of the United States, the 
Andes and the Alps. 

The absorbed iodine quickly distributes it- 
self in a space significantly larger than the 
volume of blood. Since only half as much io- 
dine is present in a volume of erythrocytes as 
in the same volume of plasma, it is assumed 
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that most of the “iodine space” is extracellu- 
lar. If one assumes, unrealistically, that the 
concentration of iodine throughout the body, 
except in the thyroid, is everywhere the same 
as it is in plasma, it is calculable that the io- 
dine space constitutes about one-third of the 
body weight. 

Iodine in the iodine space is in constant 
equilibrium with iodine in the plasma. As a 
result, a large reservoir is available even 
though it is only the plasmatic iodine that is 
drawn on directly by the thyroid. 

As the blood circulates, it loses its iodine 
to only two organs, the thyroid and kidney; 
one-third goes to the former and two-thirds 
goes to the latter in a normal person. Ex- 
pressed in the conventional terms of “clear- 
ance,” these rates are about 10 to 15 ml. of 
plasma cleared by the thyroid per minute and 
30 ml. by the kidneys. 

The iodine removed from the blood by the 
kidneys is excreted in the urine. That taken 
up by the thyroid proceeds through a series 
of steps that have been clarified only in part. 
The first step is the so-called trapping, that is, 
the accumulation of iodine to a greater con- 
centration than in plasma. This step may be 
blocked by administration of such chemicals 
as sodium thiocyanate or perchlorate. In the 
second step, the trapped iodine becomes linked 
(via the tyrosine amino acids of the protein) 
to protein. The iodinated tyrosyl radicals com- 
bine to form thyroxine, still bound to protein. 
This presumably is “thyroglobulin” and is be- 
lieved to be the important constituent of thy- 
roidal colloid. Finally, the thyroxine is split 
from the globulin of thyroglobulin and is re- 
leased to the blood stream, where it promptly 
recombines with protein, the alpha globulins 
of plasma. The thyroxine-protein bond in plas- 
ma is weaker than that in the thyroid, so that 
thyroxine may be extracted by chemicals rath- 
er simply from plasma, but only following 
destruction of thyroglobulin from the thyroidal 
compound. 

The circulating thyroxine undoubtedly domi- 
nates cellular metabolism but in a mysterious 
way. Some observers consider that thyroxine 
itself is inert and must lose one of its four io- 
dine atoms (becoming tri-iodothyronine) or 
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convert its alanine to an acid (for example, 
tetraiodothyroacetic acid) in order to exert 
its metabolic activity. However, these conjec- 
tures still must be labeled as only tentative. 

Under normal circumstances, the thyroid is 
dominated completely by a hormone elabo- 
rated by the pituitary. The thyroid becomes 
quiescent after hypophysectomy. On the other 
hand, the thyroid can be stimulated to high 
levels of activity by injection of the purified 
pituitary hormone called variously “thyro- 
tropin,” “thyrotrophin,” “thyroid-stimulating 
hormone” or simply “TSH.” One might sus- 
pect on logical grounds that hyperthyroidism 
is merely hyperpituitarism. However, the 
weight of evidence, accumulated primarily by 
Dr. Sidney Werner and his associates, in New 
York City, does not support this concept. It 
would appear that the thyroid of Graves’ dis- 
ease is intrinsically overactive. 

While the pituitary regulates the thyroid. 
the thyroid also regulates the TSH function 
of the pituitary; thus, the higher the concen- 
tration of thyroidal hormone in the blood, the 
less TSH is elaborated. This can be demon- 
strated artificially by administering sufficient 
thyroidal hormone to a person to maintain his 
metabolic needs. His thyroid soon will cease 
to function unless some TSH is administered, 
whereupon the thyroid temporarily regains 
normal function. 


Use of Radioiodine to Trace 
Metabolism of lodine 


As one reviews the various pathways fol- 
lowed by iodine, it is apparent that the intro- 
duction of a readily measured isotope of io- 
dine would permit quantitative evaluation of 
the pathways. Certain of these isotopic meas- 
urements have become standard laboratory 
tests of thyroidal function. 

Thyroidal uptake (24 hour) of I'*'—1"*" is 
an isotope of iodine with a half-life of eight 
days. It emits both beta and gamma rays, the 
latter permitting its measurement in vivo. 
When this radioisotope is given orally, such as 
a solution of sodium iodide’™', one can direct 
a calibrated counter at the thyroidal region 
and measure with reasonable accuracy the 
amount of I'*' in the gland. Since the amount 
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gi, to the patient is known, the percentage 
of | e dose taken up by the thyroid is directly 
cal: ilable. 

‘vobably the most commonly performed 
I’ test of thyroidal function is the thyroidal 
up!:ke measured 24 hours after administra- 
tio: of the dose. In the diagnostic radioiso- 
top: laboratory at the Mayo Clinic, it has been 
found that most normal persons take up be- 
tween 12 and 47 per cent of the dose. Patients 
who have myxedema take up less than 10 per 
cent as a rule. Of greatest importance is the 
fact that 90 per cent of the patients who have 
Graves’ disease concentrate at least 50 per cent 
of the dose. 

Urinary excretion of I'*'—Since iodine is 
trapped by the thyroid or is excreted by the 
kidney, another method of evaluating thy- 
roidal function is to measure the amount of 
I'*' appearing in the urine, which represents 
that amount not taken up by the thyroid. In 
normal persons, about 90 per cent of an oral 
dose of I'*' can be accounted for in the thy- 
roid and urine at 24 hours. This is not true 
in myxedema, in which a period of 24 hours 
is insufficient for the kidneys to dispose of 
the iodine. It is also not true in various renal 
diseases and in congestive cardiac failure. 

However, when cardiorenal function is nor- 
mal, one can calculate thyroidal uptake as 90 
per cent of the dose minus that percentage in 
the 24 hour collection of urine. Before scin- 
tillation counters were made available, this 
urinary method was favored over direct meas- 
urement of the thyroidal uptake, because as- 
says of I'*' in the neck were none too accurate 
with Geiger-Miiller counters unless excessive 
amounts of I'*' were employed. Today, meas- 
urements of activity over the neck are reason- 
ably precise. However, assay of the urine is 
still worthwhile as a check on the thyroidal 
uptake and on the technical aspects of the test. 

Thyroidal uptake of I'*' in less than 24 
hours—When one measures the amount of 
I'*' accumulated in the thyroid at various in- 
tervals after an oral dose, one observes that 
two-thirds of the maximal uptake by a normal 
thyroid occurs in the first six hours. This mere- 
ly means that more iodine is taken up per unit 
of time earlier than later, for the good reason 
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that the kidney continuously depletes the body 
pool of iodine, making less and less available 
to the thyroid. 

An advantage of measuring uptake by the 
thyroid at some short interval, such as six 
hours, is that at times hyperthyroidal patients 
have reached their peak uptake by this time. 
In such instances, the I'*' in the thyroid will 
be less at the 24 hour mark by whatever thy- 
roxine-I'*' has been secreted by the gland dur- 
ing the interval. 

Many workers insist that the thyroidal up- 
take of I'*' is a more sensitive test when meas- 
ured within minutes to hours after the dose 
than it is at longer intervals. A disadvantage 
of too short an interval, such as 10 minutes, 
is the need for intravenous administration of 
I'*', The most widely used short intervals range 
from three to eight hours after an oral dose. 

Thyroidal clearance of I'*'—-Measurement 
of the thyroidal uptake of I'*' at some short 
interval of time after its administration is 
actually a simple cross section of the uptake 
curve, since the peak uptake has not yet been 
attained. 

A more precise way to measure the uptake 
curve is the “clearance” technic. If the con- 
centration of I'*' in the blood and entire io- 
dide pool were kept constant by continuous in- 
fusion of I'*', the uptake of I'*' by the thyroid 
would be a straight line. It then would be a 
simple matter to note the angle of the line— 
the more vertical the line (the greater the an- 
gle), the more rapid the uptake. 

However, the uptake curve is not linear, for 
the iodide pool is steadily shrinking as the 
thyroid and kidney deplete it. The clearance 
methods substitute the conventional formula: 


I'*' taken up by the thyroid 


in plasma 


The basic method, that of Myant and Pochin, 
in London, is to measure the I'*' taken up by 
the thyroid between two certain times and to 
average the concentration of I’*' in the plasma 
between these two times. For example, if the 
thyroid takes up 10 per cent of a dose of I'*! 
between the sixtieth and 120th minutes, and if 
the average plasmatic I'*' is 10 per cent of the 
dose per liter of plasma, then the thyroid is 
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Minutes 


FIGURE 3. Recording of the uptake of I’ by the thyroid 
of a normal person. The record reads from right to left 
and lasts 33 minutes in this example. An initial rapid 
increase in radioactivity over the neck is seen after the 
intravenous administration of the I'". This is followed 
by a quick decrease to a level that is assumed to reflect 
extrathyroidal I'* in the neck. The slow steady increase 
in thyroidal I that follows characterizes euthyroidism. 


(From Owen, Charles A., Jr.: Diagnostic Radioisotopes, 1958. Cour- 
tesy of Charles C Thomas, Publisher, Springfield, Illinois.) 


clearing the I'*' from 1 liter of plasma per 
hour. This usually would be expressed as 17 
ml. per minute. 

Dr. Solomon Berson, of New York City, 
has simplified the Myant-Pochin technic by 
substituting calculated values for plasmatic 
I'*! instead of actually sampling the blood. 
Although certain of Berson’s assumptions have 
been mildly criticized, experience has shown 
not only that the results are valid but that the 
test is an extremely sensitive method for evalu- 
ating thyroidal function. This method requires 
continuous recording of thyroidal uptake of 
I'*' for 30 minutes. Normal and abnormal 
curves are seen in figures 3 and 4. 

The TSH test—The question arises at times 
as to whether or not a patient receiving thy- 
roid extract actually needs it. The older pro- 
cedure of discontinuing use of desiccated thy- 
roid and watching the patient and his basal 
metabolic rate is slow and is disconcerting if 
myxedema develops. The TSH test affords a 
rapid method of reaching the same conclusion. 

As performed by Dr. W. M. Jefferies and 
his colleagues, in Cleveland, the uptake of 
I'*' is measured three hours after a dose of 
I'*", An injection of 5 units of bovine TSH is 
then given intramuscularly. The next day, 
when the stimulatory effect is near its peak, a 


(Figures are numbered consecutively throughout the four parts of ° » 
this article.) second tracer dose of I'*' is given and the three 
FIGURE 4. Recording of the thyroidal uptake 2 t + t t =| & 
of in Graves’ disease. The contrast with 1500 =F 1S 
the euthyroid pattern is clear. The uptake re 2 
of I is much greater in this patient than & 8 
is that of normal persons. — .S 
(From Owen, Charles A., Jr.: Diagnostic Radioiso- t t § 
topes, 1958. Courtesy of Charles C Thomas, Publish- 3 + + 
500 i va va L va 5 
0 LL. va JO 
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hou: uptake again is measured. The patient re- 
cei, ig thyroid will have no significant uptake 
of | | initially, whether he is actually myxe- 
den) ‘tous or is normal. However, only the lat- 
ter ‘ype of patient is stimulatable by TSH: 
his ‘tree hour uptake in such tests perhaps 
would be 1 per cent of the dose the first day 
and 12 per cent the second day. The truly 
athyreotic patient would have no significant 
uptake of I’ after administration of TSH. 

‘This test finds uses in other circumstances. 
A patient who is myxedematous because of 
pituitary and not thyroidal disease would show 
negligible uptake before administration of 
TSH but a good response after injection of 
the hormone. 

Normal persons will respond to TSH, indi- 
cating that the normal thyroid is not function- 
ing at capacity. The uptake in such persons 
might well be 10 per cent (in three hours) be- 
fore and 20 per cent after injection of TSH. 
A small group of patients have a normal up- 
take of I'*' but do not respond further to the 
use of TSH. Since a number of these patients 
have had partial surgical or I'*' ablation of 
their thyroids, it appears likely that the resid- 
ual thyroid is functioning at capacity and can- 
not be stimulated further. 

The T-3 test—Since L-3,5,3’-tri-iodothyro- 
nine contains three atoms of iodine, it is not 
surprising that, in laboratory jargon, the des- 
ignation “T-3” has been substituted. Whether 
it is called T-3 or tri-iodothyronine, it has a 
metabolic function comparable to that of thy- 
roxine but with a much shorter latent period. 
Dr. Sidney Werner, of New York City, found 
this agent to be an effective substitute for 
thyroxine in determining whether the thyroid 
is producing hormone to satisfy body needs 
(normal) or is creating hormone because of 
some inherent uncontrollable mechanism 
( Graves’ disease ). 

The Werner test consists of determining the 
thyroidal uptake of I'*' before and after sev- 
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eral days’ treatment with T-3. The normal thy- 
roid ceases to synthesize hormone if exogenous 
hormone will fulfill body requirements. The 
thyroid in Graves’ disease continues its un- 
mitigated pace. Examples of the two responses, 
expressed as thyroidal uptake 24 hours after a 
dose of I'*', are as follows: The uptake in a 
normal person was depressed from 40 to 10 
per cent, whereas corresponding values in a 
patient with Graves’ disease were 62 and 58 
per cent. 


Conversion Ratio 


It was early observed by McConahey and 
Keating, at the Mayo Clinic, that the amount 
of radioactive thyroxine in the blood was sig- 
nificantly greater in patients with Graves’ dis- 
ease than it was in normal persons after a dose 
of I'*". The term “conversion ratio” was coined 
by Dr. D. E. Clarke, of Chicago, to express 
the ratio of radiothyroxine (PBI'*') to the 
total serum I'*' measured 24 hours after a 
dose of I'*'. This test is widely used, although 
it is somewhat laborious, since it requires 
drawing a sample of blood, separating the se- 
rum, and precipitating the proteins to which 
thyroxine is attached. 


Comment and Conclusions 


Although the basal metabolic rate, if cor- 
rectly performed, continues to be an extreme- 
ly useful test, and although measurement of 
protein-bound serum iodine has added con- 
siderably to diagnostic precision, it is the bat- 
tery of tests employing radioiodine that is 
probably of most use in differentiating Graves’ 
disease from conditions associated with nor- 
mal thyroidal function. The simplest of these, 
and therefore the most widely accepted, con- 
tinues to be measurement of the percentage 
of an orally administered dose of I'*' that is 
accumulated by the thyroid in 24 hours. 


Part 3, “Diagnostic radioisotopes in hematology.” will 
be published next month. 
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ANATOMY AND PHYSIOLOGY OF GLANDULAR SYSTEMS—Fourth of a Series 


Some Aspects of 
Adrenocortical Function 


JOSEPH W. JAILER AND JULIAN I. KITAY* 


College of Physicians and Surgeons, Columbia University. New York 


Ir has been known since 1930 that the an- 
terior pituitary secretes trophic hormones 
which stimulate the thyroid, gonads and adre- 
nal cortex. Hypophysectomy results in atrophy 
of the adrenal cortex, involving the zona fas- 
ciculata and zona reticularis; the zona glo- 
merulosa apparently is not affected." The zona 
glomerulosa has been postulated as the site 
of production of the mineralo-corticoids of 
the adrenal gland, and more recently it has 
been shown that the naturally occurring 
mineralo-corticoid, aldosterone, is not under 
ACTH influence. Adrenal secretion of gluco- 
corticoids arises in the zona fasciculata and 
is under the control of ACTH. 

Chemists have not yet successfully isolated 
in pure form the various anterior pituitary 
hormones. However, recent studies on the 
chemical configuration of adrenocorticotropin 
have demonstrated that the active principle is 
a polypeptide with a relatively small molec- 
ular weight. The ACTH preparations which 


*Departments of Medicine and of Obstetrics and Gynecology, College 
of Physicians and Surgeons, Columbia University, and the Presby- 
terian Hospital, New York, New York. 
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are available may be classified as follows: (1) 
crude corticotropin, a simple glacial acetic 
acid extract of mammalian anterior pituitary 
gland; (2) corticotropin A, obtained by treat- 
ing such acid extracts with oxycellulose; and 
(3) corticotropin B, obtained by further puri- 
fication through the use of acid or pepsin 
hydrolysis. 

ACTH is assayed in hypophysectomized 
rats by determining the fall in concentration 
of adrenal ascorbic acid which follows intra- 
venous administration of the test substance 
( Sayers’ test).° Other assay technics based on 
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eitl) » in vivo or in vitro steroidogenesis also 
are mployed. There is good correlation be- 
twe: : the biologic assay of aqueous prepara- 
tion. of ACTH and their clinical effect. How- 
eve: a satisfactory method to evaluate the 
pot: icy of long-acting depot preparations re- 
maius to be established. 


( ontrol of Adrenocortical Function 


\When an intact animal is exposed to a 
stressful stimulus of any sort (trauma, heat, 
hemorrhage or a toxin), certain chemical 
changes occur within the adrenal cortex which 
are very similar to those which follow admin- 
istration of ACTH. The changes involve deple- 
tion of adrenal ascorbic acid and cholesterol. 
If a similar stress is applied to a hypophysec- 
tomized animal, these changes do not occur. 
Since the actions of the stressful stimuli and 
of ACTH on the adrenal cortex are so similar, 
it seems likely that the exposure to stress 
causes an almost immediate secretion of ACTH 
in the normal animal. The mechanism of this 
secretion has not been ascertained. Apparent- 
ly, at least three factors are involved in the 
control of pituitary ACTH secretion. 

1. The level of the circulating adrenal ste- 
roids—As has been known for some time. 
administration of exogenous adrenal steroids 
suppresses endogenous ACTH secretion and 
places the adrenal glands at rest. Conversely. 
excessive amounts of ACTH are found in the 
blood of adrenalectomized patients and those 
with Addison’s disease: these values fall to 
normal following administration of cortisone. 

2. The secretion of epinephrine—Long* has 
suggested that epinephrine is the common 
denominator for all stressful stimuli and that 
this hormone stimulates the secretion of a sub- 
stance by the hypothalamus, which in turn 
stimulates the pituitary to secrete ACTH, or 
that epinephrine may directly affect the pitui- 
tary. However, depletion of adrenal ascorbic 
acid will occur in response to stress in animals 
which have been subjected to sympathectomy 
and bilateral adrenal medullectomy. Further- 
more, administration of adrenergic blocking 
agents inhibits the action of epinephrine but 
not the stimulation of the pituitary-adrenal 
axis by various systemic stresses. These data 
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suggest that epinephrine may play a role in 
the stimulation of ACTH secretion but that 
this role is not an essential one. 

3. Neurohumoral mechanisms—Recent ex- 
perimental studies indicate that a neurohumor 
may be responsible for the regulation of ACTH 
secretion.* This substance is probably elabo- 
rated in the hypothalamus and transported to 
the pituitary via the hypothalamic-pituitary 
portal system. This system consists of a series 
of capillary vessels and sinusoids which arise 
within the median eminence of the hypothala- 
mus, pass through the pituitary stalk, and end 
among the cells of the anterior pituitary gland. 
Permanent surgical transection of this stalk, 
with destruction of this portal system, results 
in blockade of the normal pituitary-adrenal 
response to stressful stimuli. Electrolytic le- 
sions placed in the region of the median emi- 
nence also block the ACTH release expected 
after stress. The nature of this hypothalamic 
neurohumor is not known. Extracts of hypo- 
thalamic tissue or of blood from the hypo- 
thalamic-pituitary portal system have been 
found to cause the secretion of ACTH in 
animals. Some authors have suggested that 
vasopressin is the active principle, but there 
is a good deal of evidence against this concept. 


Adrenal Steroids 


More than 40 steroids have been isolated 
from adrenal tissue. Approximately eight of 
these are important biologically in that they 
can maintain the life of the adrenalectomized 
animal (figure 1). Estrone, progesterone and 
several androgens also have been isolated from 
cortical tissue. Most of the other steroids iso- 
lated have no biologic effect, but the signifi- 
cance of their presence was not clearly under- 
stood until recently. Possibly at least some of 
them are artefacts obtained in the process of 
extraction. 

Hechter and Pincus” and their co-workers 
were the first to show that perfusion of des- 
oxycorticosterone in surviving adrenal glands 
leads to the production of corticosterone in 
the perfusate. This is accomplished by the 
addition of a hydroxyl group at the eleventh 
carbon position. These observations led to a 
series of investigations which characterized 
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Prednisone (A’-Cortisone) 


FIGURE 1. Structural formulas of five adrenocortical steroids. Prednisone, a synthetic steroid, does not occur naturally. 


the synthesizing enzymes within adrenal tis- 
sue, giving rise to the concept of biogenesis 
or biosynthesis of adrenocortical steroids. 
Practically all the adrenal steroids can be 
synthesized from progesterone. Since the con- 
centration of cholesterol in adrenal tissue is 
high, it is tempting to postulate that choles- 
terol acts as the precursor of progesterone in 
the synthetic process leading to the final adre- 
nal steroid hydrocortisone. However. acetate 
also can act as a precursor, and Hechter postu- 
lated that this may occur without the inter- 
mediate synthesis of cholesterol. Thus a dual 
pathway may exist for the formation of adre- 
nal steroids. In most experiments involving 
synthesis, progesterone is used as the pre- 
cursor since it is very effective in that ca- 
pacity. The best available studies show that 
progesterone is the key precursor in the syn- 
thesis of hydrocortisone. Figure 2 summarizes 
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the possible routes of synthesis of the adrenal 
steroids. 

Certain observations by Hechter and _ his 
colleagues have made it possible to speculate 
as to the site of action of ACTH on steroidal 
biosynthesis. It would appear that ACTH has 
its effect prior to the progesterone moiety. 
However, Heard and other investigators be- 
lieve it can stimulate the formation of hydro- 
cortisone at a later level of synthesis. On the 
other hand, secretion of aldosterone appar- 
ently is independent of ACTH control but 
depends on the level of sodium and potassium 
in the diet and on the extracellular volume. 


Chemical Nature of Adrenal Secretions 


Studies of adrenal venous blood have estab- 
lished that the adrenal cortex secretes a mix- 
ture of steroids. The mixture varies, but in 
most species studied one or two corticoste- 
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rict ht. 2. Biosynthetic pathway of adrenal steroids. 


roids are found regularly in highest concen- 
tration, and these are hydrocortisone and 
corticosterone. In rodents, the concentration 
of corticosterone usually is higher than that 
of hydrocortisone, whereas in monkeys and 
in man hydrocortisone predominates over 
corticosterone. 

Trace amounts of several other steroids have 
been isolated from adrenal venous blood. The 
occurrence of trace amounts does not neces- 
sarily signify absence of physiologic activity. 
For example, aldosterone has been detected 
in only minute amounts in adrenal effluent, 
but this hormone has a very potent salt-retain- 
ing effect even in microgram amounts. It has 
been thought for many years that the adrenal 
cortex secretes androgens, and recent work 
on human adrenal venous blood has demon- 
strated the presence of /\'-androstenedione 
and 11-8-hydroxyandrosterone in trace 
amounts. Their role in physiologic processes 
is unknown, since prolonged stimulation of 
the adrenal cortex by ACTH is incapable of 
maintaining the seminal vesicles and prostate 
in castrated animals. Thus, ACTH stimulation 
is incapable of causing the adrenal gland to 
secrete sufficient androgen to maintain the 
secondary sex characteristics of castrated male 
animals. However, there is no doubt that in 
certain adrenal diseases the adrenal cortex is 
capable of synthesizing and secreting huge 
amounts of androgens. 


Detection of Adrenal Steroids in Blood 


Fairly specific and sensitive methods to 
detect circulating plasma corticosteroids have 
been developed. Quantitative determination 
of hydrocortisone and some of its metabolites 
can be performed routinely in circulating 
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blood. This, in addition to the response after 
stimulation with ACTH, is of great value in 
clinical assessment of adrenocortical function 
in man. 


Urinary Steroids of Adrenal Origin and 
Their Possible Glandular Precursors 


The steroids secreted by the adrenal cortex 
circulate in the body and are metabolized or 
detoxified, presumably by the liver and other 
tissues, and excreted in the urine. Few hor- 
mones are excreted unchanged." Much infor- 
mation is available relating to transformations 
of steroids during catabolism, so that from 
isolation of the urinary metabolites it is pos- 
sible to predict their adrenal glandular pre- 
cursors. The urinary metabolites are conju- 


’ gated with either glucuronic acid or sulfuric 


acid. Methods are available for hydrolysis of 
these conjugates so that they become easily 
soluble in organic solvents and can be extract- 
ed from urine. 

C-17-ketosteroids—The most common 
means of determining urinary 17-ketosteroids 
is the Zimmerman reaction, known for over 
20 years. This reaction depends on the de- 
velopment of a chromogen in the presence 
of ketones which are not necessarily 17-keto- 
steroids. This accounts for the apparent rise 
in urinary 17-ketosteroids during pregnancy, 
for example, when pregnenolone is secreted 
in high concentrations; this substance is a 
C-20 ketone and cannot be differentiated from 
a 17-ketosteroid by the Zimmerman reaction. 
Urinary secretion of 17-ketosteroids in young 
men ranges from 10 to 20 mg. per day. Fe- 
males secrete between 8 and 15 mg. The 
difference presumably is due to the contribu- 
tion of the testes. The more abundant urinary 
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HO 
Cortolone B-Cortolone 
FIGURE 3. The most abundant urinary 17-hydroxycorticosteroids. 


17-ketosteroids are androsterone, etiocholano- 
lone, dehydro-isoandrosterone, 11 keto-etio- 
cholanolone, and 11 hydroxyandrosterone. The 
ll-oxygenated 17-ketosteroids presumably 
have their origin from hydrocortisone. 

C-21 steroids or corticosteroids—The meth- 
od used most commonly to determine these 
urinary metabolites is the so-called Porter- 
Silber reaction. This has been modified in dif- 
ferent laboratories, but the normal values are 
from 4 to 10 mg. per day. More recently, 
Norymberski established a new procedure to 
detect the urinary metabolites of the C-21 
steroids. The side chain is cleaved by means 
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of sodium bismuthate to form 17-ketosteroids 
which are then determined by the Zimmerman 
reagent. These are called the 17-ketogenic 
steroids and the usual values are between 5 
and 15 mg. per day. This determination will 
become more popular. The more abundant 
urinary corticoids are shown in figure 3. 


Assessment of Adrenal Function by 
Measurement of Plasma or 
Urinary Steroids 


Decreased values of urinary steroids do not 
necessarily signify impaired adrenal function. 
Diminished levels may accompany any chronic 
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dise: Often, patients with advanced cancer 
have ‘ower urinary steroidal values than those 
with Addison’s disease. However, when AC- 
TH . administered for two to three days to 
a po'ient without intrinsic adrenal disease a 
mari.ed rise occurs in all the urinary metabo- 
lites. whereas such an increase does not occur 
in \ddison’s disease (table 1). The ACTH 
test is more easily accomplished by adminis- 
tering 25 units of ACTH in 500 ce. saline 
intravenously over a four to six hour period 
and determining the plasma 17-hydroxycorti- 
costeroids. A significant rise does not occur 
in Addison’s disease (figure 4).‘ Characteris- 
tic responses to intravenously administered 
ACTH are seen in different types of adrenal 
and pituitary disease. For example. a patient 


TABLE 1 


Errect or ACTH on Urinary 17-KeETOSTEROIDS AND 
17-HypROXxyYCORTICOSTEROIDS ( MILLIGRAMS PER Day) 


ADDISON’S DISEASE CARCINOMA OF BREAST 

17-KS | 17-OHC | 17-KS | 17-OHC 
Control 36 | 32 | 28 | 19 
ACTH 38 | 48 | 48 | 48 
ACTH 2.8 41 | 67 | 88 
ACTH 3.2 3.6 | 8.9 | 10.5 


with Cushing’s syndrome may have an exag- 
gerated response. One with hypopituitarism 
demonstrates a subnormal response as a result 
of adrenal atrophy, as does the patient who 
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FIGURE 4, Intravenous ACTH tests. 
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has received steroids over a prolonged period 
and has secondary adrenal atrophy. The intra- 
venous ACTH test thus is a valuable tool in 
delimiting various types of adrenal disease. 


Biologic Activity of Adrenal Steroids 


Hydrocortisone, cortisone—lf food intake 
is adequate, the adrenalectomized animal 
usually can maintain its carbohydrate stores. 
However, during fasting or stress, hypogly- 
cemia and lowered liver glycogen supervene. 
To a large degree these effects on carbohydrate 
metabolism are associated with the rate of 
glyconeogenesis from protein. Maintenance of 
adequate stores of glycogen in the liver seems 
to be a specific function of the adrenal hor- 
mones. Compounds with an oxygen function 
on the eleventh carbon, such as cortisone and 
hydrocortisone, are generally classed as gluco- 
corticoids since they have the most marked 
effect on carbohydrate metabolism. 

Desoxycorticosterone, aldosterone—Adre- 
nal insufficiency is generally accompanied by 
hyponatremia, hyperkalemia, azotemia and 
hemoconcentration. These symptoms can be 
alleviated by administering one of the miner- 
alo-corticoids such as desoxycorticosterone or 
aldosterone. Aldosterone, the naturally occur- 
ring mineralo-corticoid, is 30 to 100 times 
more potent than the synthetic desoxycortico- 
sterone. Corticosterone seems to have some 
mineralo-corticoid effect. especially in lower 
animals, and in addition has some gluco-corti- 
coid effect. whereas desoxycorticosterone and 
aldosterone have little gluco-corticoid effect. 


Synthetic Steroids 


Because cortisone or hydrocortisone in 
pharmacologic or large doses is associated 
with “toxic phenomena” such as salt reten- 
tion, the pharmaceutical companies have 
synthesized a number of analogues of these 
steroids in an attempt to preserve the gluco- 
corticoid effect but at the same time decrease 
the salt-retaining effects. ( Actually, these un- 
toward reactions are physiologic effects and 
not toxic manifestations.) The first of these 
synthetic steroids was prednisone, an analogue 
of cortisone, which has a /\-1* configuration 
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in the A ring. Its potency as a gluco-corticoid 
is four to five times greater than that of corti- 
sone, and it has been claimed that its sodium- 
retaining effects are significantly lower. How. 
ever, in human patients the administration of 
more than 20 mg. a day of prednisone may 
be attended by sodium retention. Prednisolone 
is similar to prednisone, being the 11-hydroxy 
substituted analogue of hydrocortisone. 
More recently, MEDROL®, triamcinolone and 
hexadecadrol have been synthesized. These 
substances have substitutions at either the 
sixth or the sixteenth position with a hydroxy 
or a methyl group. Gluco-corticoid activity is 
cnhanced manyfold, and it is claimed that the 
sodium-retaining effect is nullified. 
Introduction of a fluorine atom at the ninth 
position, as in 9-/\-fluorohydrocortisone, 
markedly enhances the biologic activity of 
hydrocortisone. However, the mineralo-corti- 
coid effect is enhanced far beyond the gluco- 
corticoid effect. Consequently, very small 
doses will cause such sodium retention and 
edema that this steroid is impractical for 
systemic antiphlogistic use. Since absorption 
through the skin is negligible, it can be used 


locally. 
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Parkinsonism 


Drug Therapy 
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Georgetown University Medical Center, Washington, D.C. 


Neurosurgical Therapy 


IRVING S. COOPER+ 


New York University-Bellevue Medical Center, New Y ork 


Statement by Dr. O’Doherty: 


Ar the outset, it should be acknowledged 
that the use of drugs in treating parkinsonism 
has limitations which appear discouraging un- 
der cursory examination. However, this is also 
true of other chronic diseases, such as heart 
disease and myasthenia gravis. in which the 
success or failure of treatment is judged by 
the results obtained in the individual patient. 
In a critical analysis of treatment with drugs. 
one should consider the severity of the disease, 
the rate of progression, the major presenting 
symptoms or signs (tremor or rigidity), and 
the stage of development, i.e., whether early 
or late. It would then be seen that an evalua- 
tion based on these varying points would give 
quite a different rehabilitation index. The pa- 
tient with early and mild, slowly progressive 


*Assnciate Professor of Neurology, Georgetown University Medical 
Center, Washington, D.C. 


+Professor of Research Surgery, New York University-Bellevue Medi- 
cal Center: Director, Department of Neurosurgery, St. Barnabas Hos- 
pital, New York, New York. 
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or static disease will 
respond much better to 
treatment than will the 
patient with a rapidly 
progressive case of 
longer duration. Simi- 
larly, the patient whose 
major complaint is ri- 
gidity will respond bet- 
ter to medication than 
will the patient with 
tremor. Annoying but 
not disabling symp- 
toms, such as agitation, insomnia or sialor- 
rhea, may be managed easily and effectively 
by treatment with commonly used antiparkin- 
sonism drugs. 


DESMOND S. 
O DOHERTY 


Considerations in Drug Therapy 


When the treatment is not specific, drug 
therapy in this or any disease should be based 
on certain secondary considerations as well as 
on the results of treatment. These secondary 
considerations include: (1) ease of bio-assay, 
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(2) convenience of treatment, (3) contrain- 
dications to use of drugs, (4) toxicity of drugs, 
(5) cost, and (6) availability of treatment. 

Ease of bio-assay—Research on the use of 
drugs in parkinsonism will always be some- 
what limited, since the disease is peculiar to 
humans. Although isolated attempts to pro- 
duce tremor or rigidity in monkeys have met 
with some success, no one has produced a pro- 
gressive disease process. Therefore, this field 
of bio-assay is lost to us. Nevertheless, clinical 
trials of the new drugs are sufficiently con- 
venient and safe to give a source of evaluation. 

Convenience of treatment—Primarily, the 
therapeutic agent selected should be easy to 
administer—preferably by the oral route— 
and should have a prolonged effect, necessitat- 
ing only a few doses a day. This is true of 
drugs currently used in parkinsonism. The ef- 
fect of the usual medications lasts approxi- 
mately four hours; however, as the effective- 
ness of the drugs decreases, it is necessary to 
shorten the intervals between doses. 

Cost—Most of the recent preparations are 
reasonably priced. ARTANE® costs around 2.5 
cents per tablet, or between 8 and 25 cents for 
a daily dosage. 

Availability of treatment—Oral drug ther- 
apy is available to anyone who has no idio- 
syncrasy to the particular preparation. Par- 
enteral injections have no special advantage 
over oral medication in parkinsonism, except 
for patients with severe forms of the disease 
who are bedfast and in whom an effort is be- 
ing made to establish wheel chair status. 

Contraindications and toxicity—There are 
few contraindications to the use of drugs in 
parkinsonism. Although it would seem that 
the drugs would be contraindicated in the pres- 
ence of glaucoma, repeated ocular tension 
studies of patients taking large doses of drugs 
have revealed no change in ocular pressure. 
Even cardiac disease is not a contraindication. 
Many patients with arteriosclerotic parkin- 
sonism also have arteriosclerotic heart disease 
which is not affected by the drugs. 

Toxicity caused by the drugs themselves 
may be either mild or severe. Severe reactions 
such as fever, rash or psychosis usually appear 
early and acutely. If the medication is helpful, 
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the occurrence of milder symptoms, such as 
dryness of the mouth, blurring of vision, and 
constipation, is not an indication to stop treat- 
ment. Countermeasures, such as candy lozenges 
under the tongue to relieve dryness, and laxa- 
tives and enemas to alleviate constipation, are 
effective enough to permit the continued use 
of the drugs. 

In the final analysis, however, the desirabil- 
ity of drug therapy is based not on the second- 
ary factors, which are reasonably important, 
but on the effectiveness of the drugs in reliev- 
ing the symptoms. If the drugs were complete- 
ly effective, their cost, etc., would not matter. 


Procedure and Results 


The results of drug therapy vary in relation 
to the disease factors mentioned earlier. In 
general, it is fair to say that early and mild 
cases of parkinsonism can be treated success- 
fully with drugs, and that it is possible to ar- 
rest or even to reverse symptoms in patients in 
this group. However, rapidly progressive, se- 
vere cases have a different prognosis. Certain- 
ly, the results are generally not perfect, but 
they can be influenced by the technic of the 
therapy. How the medication is used is im- 
portant. If it is administered in routine doses. 
there will be initial improvement, but no fur- 
ther success will be attained. Similarly, the 
dosage should not be raised to a high level and 
held there. This also will bring about early 
improvement: but as tolerance builds up, re- 
gression occurs and discouragement results. 
| believe that treatment must be dynamic and 
that it should be based on the following con- 
siderations: (1) The medication will lose its 
effect at any given dosage level; and (2) usu- 
ally a level is reached at which further in- 
creases in dosage have little effect and, indeed. 
reduction causes very little regression. There- 
fore, in an ideal treatment routine, the physi- 
cian will anticipate this loss of effectiveness 
and will arrange a program to counteract it. 

The newer preparations vary but little in 
effectiveness. In the individual patient, one 
drug may be more effective in relieving rigid- 
ity or tremor than another, but in a wide- 
scale analysis of the tried and proved para- 
sympatholytic preparations there is no marked 
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diffe: nce. Consequently, treatment may be 
start’: with COGENTIN®, PAGITANE®, KEMA- 
prin . Artane or one of the other drugs. A 
chan e in medication is indicated when no im- 
prov ment is noted or when previously gained 
improvement is lost. The dosage is increased 
until! the effectiveness of the preparation is 
lost. i.e., until no improvement attends further 
increases. This indicates a change to another 
preparation, which may be done by substitut- 
ing one dose of the new preparation for two of 
the older one. If the patient has been on the 
old preparation for a long time, it may be dis- 
continued and the new prescription started at 
a level of one dose three times a day, which is 
the usual minimum; when the second prepara- 
tion loses its effectiveness, a third may be 
used. By this time, the patient may have lost 
his previous tolerance to the first drug, and it 
can be successfully reinstated. The three prep- 
arations then can be rotated indefinitely. 

Special problems, such as the predisposi- 
tion to heatstroke, should be anticipated, and 
patients should be advised regarding hot 
weather dangers. 


Summary 


While it is not claimed that the medical 
treatment of parkinsonism is universally effec- 
tive, it is noted that the results may be influ- 
enced by the method of drug administration 
and by the severity and stage of the illness. I 
believe that a more active and dynamic ap- 
proach to treatment will prove that drug ther- 
apy should be tried in every patient who has 
parkinsonism. 


Statement by Dr. Cooper: 


Simiiar to many disease states, parkinsonism 
can be treated by both medical and surgical 
therapy. One should not consider these treat- 
ments antagonistic to each other. It should be 
acknowledged that in some cases only con- 
servative medical therapy is indicated; in 
others surgical therapy is the treatment of 
choice, while in many cases combined medical 
and surgical therapy is necessary to achieve 
the best therapeutic result for the patient. I 
will consider chiefly neurosurgery in treating 
the tremor and rigidity of parkinsonism. 
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Why Surgical Therapy Has 


Become Necessary 


Since the classic de- 
scription of the paraly- 
sis agitans syndrome 
was first formulated by 
Parkinson, our ability 
to diagnose this condi- 
tion has steadily im- 
proved. However, medi- 
cal therapy has not 
developed at a con- 
comitant rate. There is 
no medical therapy 
which can permanently halt tremor and rigid- 
ity or which can stop the relentless progress of 
the disease, which results in a torturous type 
of incapacitation. Thus, patients with parkin- 
sonism have often turned to the surgeon in the 
hope of obtaining some relief from the in- 
tractable symptoms and progression of the dis- 
ease. For these reasons, neurosurgeons have 
developed surgical approaches to the treat- 
ment of tremor and rigidity. 


IRVING S. COOPER 


What Neurosurgery Can 
Accomplish 


Since the introduction of anterior choroidal 
occlusion into the therapeutic armamentarium 
of parkinsonism, it has been unequivocally es- 
tablished that proper neurosurgical lesions can 
completely abolish the tremor and rigidity of 
parkinsonism without any sacrifice of motor, 
sensory, intellectual or emotional function. 
Moreover, in my own series of cases, I have 
noted five year cures of tremor and rigidity 
without any recurrence. Further, with the in- 
troduction of chemopallidectomy and chemo- 
thalamectomy, a relatively safe, simple, accu- 
rate and reproducible technic has been evolved 
which can relieve completely tremor and rigid- 
ity in 80 per cent of properly selected patients. 
The risk of mortality in these procedures is 2.6 
per cent. The risk of hemiplegia is 3 per cent. 

The foregoing statements relative to our 
series of cases at St. Barnabas Hospital in New 
York are documented in an objective, disin- 
terested evaluation carried out by Dr. Robert 
S. Schwab. Director of the Parkinson Clinic at 
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Massachusetts General Hospital. The complete 
investigative archives of the more than 700 
operations in our series and a motion-picture 
record of each patient are filed at St. Barnabas 
Hospital and are available to any interested 
investigator. In addition, 100 of our patients 
in whom one to five year cures of the tremor 
and rigidity of parkinsonism have been ef- 
fected were presented at a special symposium 
at New York University, May 16, 1958. 

This is a factual report of what can be ac- 
complished by chemopallidectomy and chemo- 
thalamectomy by a neurosurgeon who has per- 
fected these technics and who limits surgery 
to properly selected surgical candidates. 


A Comparison of Medical and 
Surgical Therapy 


Medical therapy is symptomatic. There is 
no medical cure for tremor or rigidity. 
Schwab, an outstanding medical authority, re- 
ports that the best that can be expected from 
medical therapy under optimum conditions is 
a 15 to 20 per cent symptomatic improvement 
in the patient’s condition. Moreover, it must 
not be forgotten that medical therapy has cer- 
tain risks, including sensitivity to drugs, men- 
tal dullness, and emotional psychotic reactions 
from drug therapy. Furthermore, the disease 
continues to progress while medical therapy is 
being carried out. The best medical therapy 
combined with physiotherapy, psychotherapy. 
speech therapy and rehabilitation cannot halt 
tremor and rigidity or reverse deformity. Al- 
though medical therapy may effect a sympto- 
matic improvement in many patients, even 
these patients usually develop a tolerance to 
the drugs used. 

In 80 per cent of properly selected patients, 
surgical therapy can abolish tremor and rigid- 
ity in the extremities contralateral to the op- 
eration, without producing any neurologic 
deficit. In many unilateral cases, patients can 
be rendered 100 per cent asymptomatic, with 
no remaining evidence of parkinsonism. In 
bilateral cases, surgical therapy can not only 
reverse the tremor, rigidity and deformity on 
one or both sides in separate stages, but also 
can halt the progression of the symptoms in 
the affected extremities. This relief is reflected 
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in the patient’s increased ability to perform 
self-care and, in many instances, by his return 
to gainful employment. 


Indications for Surgical Intervention 


As long as the therapist and the patient con- 
sider the medical therapy administered to be 
successful, and the patient is comfortable, con- 
tent, capable of self-care and of earning a live- 
lihood, and is not approaching a state of in- 
capacitation, surgical therapy is not indicated. 
However, when medical therapy ceases to be 
sufficiently effective, surgical therapy must be 
considered. It is assumed that every candidate 
for surgical therapy has first had an adequate 
trial on medical therapy under the direction 
of a capable physician. It should be noted here 
that both medical and surgical therapy may be 
abused when improperly administered. In par- 
kinsonism, improper use of therapy has been 
widespread, both from a medical and from a 
surgical viewpoint. 

A man should be considered for surgical 
therapy when his disease has reached the point 
at which his ability to carry out gainful em- 
ployment is threatened. A woman should be 
considered for surgical therapy when, under a 
medical regimen, she can no longer care for 
her own needs and for those of her household. 
The ideal surgical candidate is a patient who 
has unilateral tremor and rigidity, but such 
patients are rare. Although surgical procedures 
may also be performed in patients with bilat- 
eral cases of tremor and rigidity, the opera- 
tion is usually reserved for the side which was 
affected first and is the most seriously involved. 
Patients more than 60 years old may undergo 
operation, but if the patient is in the seventh 
or eighth decade of life, it is preferable that 
he be well preserved physiologically and that 
the tremor and rigidity be principally one- 
sided. The symptoms chiefly benefited by sur- 
gical therapy are tremor, rigidity, deformity. 
bradykinesia and incapacitation due to a com- 
bination of these. Operation must be aimed 
principally at these symptoms which are typi- 
cal of the entire parkinsonian syndrome, and 
it is their continued progression that forms the 
principal indication for chemopallidectomy 
and chemothalamectomy. 
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(. atraindications to Surgical 
I, -ervention 


| principal contraindications to surgery 
are ganic mental deterioration; psychosis: 
pse: dobulbar palsy; excessive vegetative 
synijtoms; physiologic old age with marked 
evidence of arteriosclerosis in a patient who 
seeiiis much older than his stated age; and an 
ordinary medical contraindication such as car- 
diac or renal failure or extreme hypertension. 


The Neurosurgical Treatment 


of Choice 


(Until recently, there were very few surgical 
procedures from which to choose. In recent 
years, several technics have been developed, 
although most of these have the same aim. 
The procedure chosen should be one that will 
produce a lesion accurately, simply and with 
a reasonable degree of safety in the globus 
pallidus or the ventrolateral nucleus of the 
thalamus, or both. It also should be a proce- 
dure readily reproducible by many neurosur- 
geons. Chemopallidectomy and chemothala- 
mectomy as developed on our service fulfill 
all of these requirements, and, in our opinion, 
have proved to be both practical and useful in 
relieving tremor and rigidity without para- 
lyzing the patient or inflicting any neurologic 
deficit on him. 

Other technics such as the more complicated 
stereotactic procedures are useful and, in se- 
lected hands, rewarding. However, the recent 
innovation of using ultrasound to produce the 
brain lesion cannot yet be considered a thera- 
peutic procedure. It replaces the trephine 
opening of chemopallidectomy by a bone-flap 
opening at least 30 to 50 times larger. Where- 
as chemopallidectomy can be performed in 30 
to 60 minutes, the operation which focuses 
ultrasound in the globus pallidus or deep in- 
tracerebral structures requires 8 to 18 hours. 
Up to the present time, no patient in whom the 
ultrasound operation has been performed has 
had complete relief of symptoms for longer 
than two months. Chemopallidectomy has been 
carried out more than 700 times and the com- 
plete relief of symptoms it has produced per- 
sists after four years. Although there are many 
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modifications of chemopallidectomy which can 
be considered as therapeutic operations, at the 
present time we feel that the use of ultrasound 
must be regarded as a clinical experiment. It 
is extremely trying and time-consuming for 
the patient, and, as yet, has not been proved. 
Dr. Fry, the developer of one type of focused 
sound wave, has overstated the present thera- 
peutic possibilities of using ultrasound in pro- 
ducing deep brain lesions in humans. 


Advising the Potential Surgical 
Patient 


On our own service, patients who fulfill the 
criteria of good surgical candidates after neu- 
rologic, medical, psychologic and neurosurgi- 
cal evaluation are requested to weigh these 
findings. Chemopallidectomy or chemothala- 
mectomy, or both, in our hands has an 80 per 
cent chance of completely relieving tremor and 
rigidity. The mortality risk on our service is 
2.6 per cent. The therapeutic possibilities and 
risks of these surgical procedures must be 
weighed against the obvious risk of continued 
progression of tremor and rigidity if surgery 
is not performed. In addition, the entire life 
situation of the patient must be considered: 
namely, his present ability to care for himself 
and to earn a living and his future ability to 
do so; the degree to which he is molested by 
the symptoms; the advice of his personal 
physician; and the response which the pa- 
tient has thus far made to all conservative 
therapies. 


Conclusions 


Successful practical surgical therapy of par- 
kinsonism is relatively new. However, five 
year cures of the tremor and rigidity without 
the infliction of any neurologic deficit are now 
demonstrable in our series of cases. Further- 
more, tremor and rigidity can be abolished 
with a relatively low operative risk and with 
an excellent chance of obtaining lasting relief 
of these symptoms in 80 per cent of patients 
who have been properly selected. These statis- 
tics refer to the optimum in surgical therapy 
at the present time. Each physician must weigh 
these facts against the optimum in medical 
therapy, and must relate these facts to the 
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individual patient, to that patient’s symptoma- 
tology, and to his life situation. By so doing, 
the proper therapy, either medical or surgical, 
or both, can be intelligently applied to the 
selected patients. If this is done, parkinsonism 
will no longer annually incapacitate thousands 
of patients and their hapless families who must 
care for them. 


Comment by Dr. O’ Doherty: 


I would like to point out that Dr. Cooper 
and I are in perfect agreement regarding the 
indications for surgical therapy. Dr. Cooper 
expresses it perfectly when he says, “As long 
as the therapist and the patient consider the 
medical therapy . . . to be successful, and the 
patient is comfortable, content, capable of self- 
care and of earning a livelihood . . . surgical 
therapy is not indicated. . . . It is assumed 
that every candidate for surgical therapy has 
first had an adequate trial on medical ther- 
apy under the direction of a capable physi- 
cian.” Later in the discussion he comments, 
“A man should be considered for surgical ther- 
apy when his disease has reached the point at 
which his ability to carry out gainful employ- 
ment is threatened.” 

These are fair statements and I can find no 
disagreement with them. However, it is im- 
portant to point out that Dr. Cooper’s results 
are unique and that patients and their physi- 
cians should not expect to get such results 
until the technics described are universally ac- 
cepted and evaluated. It is still much too early 
to be absolutely sure that operation is the 
treatment of choice, even when it is performed 
on selected patients. 

From my own experience, I feel that surgi- 
cal therapy does have a place, but that this 
place is limited by the conditions which Dr. 
Cooper outlined and which I have quoted. 

My own experience with surgery performed 
on a series of patients by well-known and well- 
trained neurosurgeons has been extremely dis- 
appointing. Only one patient obtained perma- 
nent relief, one patient had mild relief, and six 
patients were made worse by postoperative 
morbidity. Perhaps this is a reflection of the 
surgeons’ lack of familiarity with the proce- 
dure. If so, this lack of familiarity must be 
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considered a part of the risk when selecting 
patients for operation. 

At the sixth annual scientific meeting of 
the Houston Neurological Society, it was 
pointed out that despite the fact that tremor 
and rigidity may be alleviated, the other mani- 
festations of Parkinson’s disease are not al- 
tered by operation. The patient continues to 
have the preoperative weakness, oculogyric 
crises and sialorrhea. Further, approximately 
only one of eight or 1 of 10 patients is an 
ideal candidate for surgery. 


Comment by Dr. Cooper: 


I am in complete agreement with Dr. 
O’Doherty’s statement concerning drug ther- 
apy in parkinsonism. | feel that Dr. O’Doherty 
has outlined the possibilities and limitations 
of drug therapy in parkinsonism critically 
and factually. It is my opinion that every pa- 
tient should have a trial of medical therapy 
such as he has indicated. 

In those cases in which adequate medical 
therapy, administered in the expert fashion 
outlined by Dr. O’Doherty, has not sufficient- 
ly alleviated tremor, rigidity and incapacita- 
tion, or in those cases in which relentless prog- 
ress of the disease threatens incapacitation, 
surgical therapy should be carefully consid- 
ered. It is quite apparent from Dr. O’Doherty’s 
excellent summary that the limitations of 
medical therapy alone plus the therapeutic 
possibilities inherent in surgical therapy for 
selected cases make a neurosurgical approach 
the treatment of choice for many patients with 
parkinsonism. 

After reviewing Dr. O’Doherty’s statement. 
I believe that I can summarize by repeating a 
statement made in the opening paragraph of 
my presentation, namely: “. . . in some cases 
only conservative medical therapy is indicated: 
in others surgical therapy is the treatment of 
choice, while in many cases combined medical 
and surgical therapy is necessary to achieve 
the best therapeutic result for the patient.” | 
believe that careful review of the statements 
which Dr. O’Doherty and I have presented in 
this debate will serve as a guide to the proper 
use of both medical and surgical therapy for 
parkinsonism. 
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CLINICAL STUDY 


Triflupromazine; a Control Study 
on Ambulatory Patients 


JAMES E. REEVES 


San Diego, California 


Tue multiplicity of 
tranquilizing and phe- 
notrophic agents avail- 
able today would sug- 
gest that no single 
agent is effective for 
the control of anxiety 
and tension and would 
also indicate the need 
for additional informa- 
tion in this field. The = JAMES E. REEVES 
purpose of this presen- 

tation is to report the results of administration 
of a new phenothiazine derivative to 71 pa- 
tients in a private practice. 

The patients were all ambulatory. Three 
identically colored and shaped tablets were 
used, and their contents were unknown to the 
investigator and the patients until the end of 
the study. One of the tablets contained 50 mg. 
chlorpromazine, one contained 50 mg. triflu- 
promazine, and one was milk sugar alone. 

The tranquilizing and ataractic agents avail- 


Material for this study was furnished by EF. R. Squibb & Sons 
(vespriIn®), 
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able at the present time may be grouped in 
four general categories: (1) phenothiazines 
(clilorpromazine,' perchlorpromazine,”’* pro- 
mazine,*'” mepazine,® triflupromazine’'*); (2) 
Rauwolfia derivatives (reserpine,”:'® rescinna- 
mide'''*); (3) propanediol dicarbamates 
(meprobamate'*'*); (4) diphenyl methanes 
( hydroxyzine,'"'* 20 and azo- 
cyclonal*'). 

Since this report concerns the first group, it 
should be noted that as long ago as 1876 Lauth 
developed methylene blue (figure 1) and that 
from this compound Bernthsen, in 1883, pre- 
pared phenothiazine (figure 2). Many com- 
pounds which have antiemetic qualities or 
tranquilizing effects were synthesized or de- 
veloped from the original phenothiazine struc- 
ture. The structural formula for trifluproma- 
zine is shown in figure 3. 

The phenothiazine drugs usually are more 
effective in combating nausea than in allaying 
anxiety, but tranquilizing effects may be pre- 
dictably observed in many cases. Reactions to 
these compounds consist principally of skin 
rashes, excessive drowsiness, and occasional 
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FIGURE 1. Methylene blue. 
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FIGURE 3. Triflupromazine. 


jaundice. Hypersensitivity to sunlight may oc- 
cur. The Rauwolfia alkaloids often cause nasal 
stuffiness, a parkinsonian tremor, contracted 
pupils, and unpleasant dreams. Response to 
the propanediol dicarbamates is not predicta- 
ble, and reports of skin reactions and oceca- 
sional cases of addiction prohibit long-term 
use. The diphenyl methane drugs are generally 
free from serious systemic reactions, but large 
doses often cause excessive cerebral stimula- 
tion and excitement approaching mania in 
certain patients. Because of these drawbacks. 
any new medication which offers relief from 
functional disorders and symptoms due to 
anxiety and tension deserves consideration. 
In the administration of any drug or agent 
for the relief of functional complaints due to 
anxiety or symptoms of emotional origin, one 
must consider the effect of placebos. The ef- 
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fectiveness of placebos depends primarily on 
the symptoms in question. Jellinek*” noted that 
at least 60 per cent of 199 subjects obtained 
relief from the pain of chronic headache with 
placebo therapy on one or more occasions. 
Lasagna and associates** observed that about 
30 per cent of 165 postsurgical patients were 
relieved of pain by placebos on one or more 
trials. The use of Sterling’s formula (N = N* 
+ ly E— N \/2 Il) (E = Naperian base) 
for predicting probable results from placebo 
administration would indicate that symptoms 
arising from anxiety and tension will be re- 
lieved by placebos in a much smaller number 
of cases than will pain such as that described 
in the reports by Jellinek and Lasagna. 


Method 


Over a six month period, 71 private ambu- 
latory patients with a variety of functional 
complaints and disorders were given bottles 
containing 100 tablets of three identically 
shaped and colored tablets. No attempt was 
made to segregate the patients according to 
sex, likelihood of response, or magnitude of 
symptoms. They were all white adult Ameri- 
cans and ranged in age from 22 to 60 years. 
Supplies of the three tablets were issued in 
bottles of 100, without identifying marks or 
symbols. The three different tablets were not 
prescribed in any particular order, but all pa- 
tients were instructed to take one tablet after 
each meal and to report the results at a subse- 
quent visit. In all cases a sincere attempt was 
made to discontinue or reduce any other mode 
of therapy, except in a few cardiac or diabetic 
patients, for whom this was unwise. 


Resulis 


Analysis of the results was based on the 
degree of symptomatic relief, requests of the 
patients for added medication, and the esti- 
mate and clinical examinations by the investi- 
gator regarding subjective improvement. Fail- 
ure or poor results were recorded when relief 
of symptoms was minimal, when complaints of 
a functional nature persisted or increased, and 
when side effects necessitated discontinuance 
of the medication before the patient had taken 
the 100 tablets prescribed. 
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At he end of 30 days, most of the patients 
had fom 6 to 20 tablets remaining of the 100 
pres ibed, which is an additional observation 
that ow if any patients will take medication 
regu! rly exactly according to directions. 

Tl. patients’ symptoms and complaints did 
not |end themselves to exact clinical or labo- 
ratory measurements, and it was therefore 
elecicd to record results simply as good or 
poor. Table 1 summarizes the results. 

Two patients, one man and one woman, ex- 
pericnced significant side reactions while on 
placebo therapy. They reported significant 
nausea, dyspepsia and insomnia which they 
believed were caused by the tablets. With- 
drawal of the placebo relieved these symptoms. 

Dramatic and complete relief of symptoms 
plus measurable objective clinical improve- 
ment were noted in two men and two women 
on placebo medication. Both men _ reported 
complete or almost complete relief of aeropha- 
gy, insomnia and vague myalgias. The two 
women had complained principally of asthenia 
and fatigue, and they believed that these symp- 
toms were promptly relieved after a few days 
of placebo therapy. Both gained moderate 
amounts of weight over the 30 day test period. 

Despite the generally accepted antiemetic 
properties of most phenothiazine derivatives, 
two of the women reported nausea with occa- 
sional vomiting while taking chlorpromazine 
and triflupromazine. 

Two patients had significant reactions while 
taking triflupromazine. One, a 35 year old 
brunette white woman, took 50 mg. of triflu- 
promazine three times daily for about one 
week, in an attempt to control severe postsur- 
gical menopausal symptoms and repeated epi- 
sodes of acute lumbosacral pain apparently 
aggravated by domestic financial problems. 
She had a typical actinic dermatitis of the 
face and of the areas of the chest and arms not 
covered by clothing. The rash occurred after 
about two hours of exposure to direct sunlight. 
It was easily controlled with bland ointments. 
At the end of 30 days, triflupromazine was 
again given for three days in the same dosage. 
and exposure to sunlight for several hours 
promptly brought on a recurrence of the rash. 

The second significant reaction to triflu- 
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TABLE 1 


RESULTS OF ADMINISTRATION OF CHLORPROMAZINE. 
TRIFLUPROMAZINE AND A PLACEBO TO 7] AMBULATORY 
Patients WitH SYMPTOMS ARISING FRoM 
TENSION AND ANXIETY 


MBER or| 
| CASES | Good | Poor 
Chlorpromazine 
Men .. | #414 12 
Women .. | 45 | 26 19 
| 71 | 40 31 
Triflupromazine | 
Men ... 26 23 3 
Women | 45 | 39 6 
71 | 9 
| 
Placebo | | 
Men | 22 
Women 45 | 8 | 37 
| 7 | 2 | 59 


promazine was excessive and protracted drow- 
siness. The patient, a 45 year old building con- 
tractor, had functional complaints consisting 
primarily of fatigue, aerophagy, excessive 
anxiety, and vertex headaches. The drowsi- 


‘ness was sufficient to endanger his operation 


of building equipment and prevented him 
from driving motor vehicles. After about two 
weeks of triflupromazine therapy, during which 
he took the tablets two or three times daily, 
the patient noted some relief from his func- 
tional complaints, but the excessive drowsi- 
ness was considered dangerous and the drug 
was discontinued. A few weeks later he was 
admitted to a sanatorium for psychiatric care, 
but results of this treatment were not particu- 
larly satisfactory. 


Conclusion 


From this study of 71 ambulatory patients, 
it is believed that triflupromazine can be used 
with benefit in patients with a variety of func- 
tional complaints arising from anxiety and 
tension. A minimum of untoward or unpleas- 
ant side effects should be observed. In this 
group of patients, there were no gross changes 
or abnormalities observed in hemograms, uri- 
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nalyses or liver function studies which could 
reasonably be attributed directly to adminis- 
tration of the drug. 
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Hines, Illinois 


Report of Case 


A 27 year old white man was admitted to 
Hines Veterans Administration Hospital six 
weeks after the onset of generalized weakness 
which progressively had become so severe that 
he was unable to walk. For several days at the 
beginning of his illness, he had malaise, fever, 
vomiting and diarrhea. He had five to six 
stools per day, without mucus, pus or blood. 
There was a history of transient pain in the 
midsubsternal region lasting 10 days and ag- 
gravated by deep breathing. 

Initially the patient was treated at another 
institution with intravenous fluids and penicil- 
lin, and there was some improvement for a 
few days. Then he became disoriented and de- 
lirious. Fever persisted and a rash developed 
on the neck and shoulders. A tentative diag- 
nosis of typhoid fever was made and chloram- 
phenicol was given. Shortly thereafter the 
delirium cleared and the patient’s condition 
improved except for residual weakness. Two 
weeks later, because of progressive aching of 
the hands and legs, marked weakness, and 
numbness of the limbs, he sought admission 
to this hospital. He could not feed himself. 

A history of disease of the nervous system 
was not elicited. The patient was well devel- 
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oped and moderately well nourished. Numb- 
ness of the extremities, progressively more se- 
vere distally, was present. In addition to the 
usual childhood diseases, the history included 
a traumatic injury of one eye during the war 
with complete recovery. He said he drank four 
to five beers per week. He worked in a well- 


.ventilated factory and was not exposed to 


fumes, paints, metallic particles or dust. There 
was minor exposure to gasoline and naphtha 
fumes on rare occasions. 

The patient described considerable difficul- 
ty in relation to his labor union and said that 
because of his policies there was a great deal 
of antagonism toward him. He said his house 
had been bombed, causing $2400 damage, 
and had been cut up by vandals several times. 
On one occasion about four months before he 
was admitted to the hospital, his wife was 
warned that he would die on that day. He was 
served bitter coffee which he refused to drink. 
He took it to the police and was told it con- 
tained a poison of undetermined type. He said 
there had been several other attempts to poi- 
son him. The personnel on the ward had diffi- 
culty differentiating between the real situation 
and his paranoid personality comments. 

The patient was alert and cooperative and 
appeared chronically ill. Temperature was 
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99° F., pulse rate 100, and blood pressure 
120/80. Neurologic examination did not re- 
veal abnormalities of the cranial nerves. Deep 
tendon reflexes were decreased. Abdominal 
reflexes were brisk bilaterally. The cremasteric 
reflexes were not elicited. There were no ab- 
normal pyramidal tract signs. 

Marked atrophy of muscles of all extremi- 
ties and marked motor weakness were noted. 
Weakness was greater in the distal than in the 
proximal muscle groups—approximately 20 
per cent strength at the wrists, 50 per cent at 
the elbows, 70 per cent at the shoulders. Fine 
finger movements were impaired, but this was 
improved by vision. The finger-nose and heel- 
knee tests were performed poorly, but this was 
interpreted as indicating motor weakness and 
sensory impairment rather than actual cere- 
bellar dysfunction. Sensory evaluation revealed 
decreased sensations of all modalities includ- 
ing touch, pain, temperature, position and 
vibration, more severe distally than proxi- 
mally. The tips of the fingers were anesthetic. 

Examination of cerebrospinal fluid revealed 
the following: pressure 120 mm. of water: 
fluid clear; 10 lymphocytes; glucose 75 mg. 
per cent; chloride 708 mg. (as sodium chlo- 
ride); protein 73 mg. per cent; colloidal gold 
curve 1122211000; negative serologic test. 
Serologic testing of the blood also gave nega- 
tive results. 

Brown desquamated atrophic areas were 
noted on the palms and soles. Rectal sphincter 
tone appeared decreased. Physical findings 
were otherwise normal. 

The erythrocyte count, hemoglobin, leuko- 
cyte count, differential, sedimentation rate, 
and nonprotein nitrogen, glucose, and serum 
albumin and globulin levels were essentially 
normal (table 1). The urine was normal on rou- 
tine examinations, and tests for porphyrins 
were negative. A 24 hour urine test for arsenic 
was negative. One blood culture was negative. 
Two stool cultures did not disclose typhoid. 
Salmonella or Shigella organisms. Agglutina- 
tions for typhoid O and H, Proteus OX-19, 
Brucella and paratyphoid A and B were nega- 
tive on three different occasions. 

Initially it was believed that the patient had 
residuals of a meningo-encephaloradiculitis or 
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a peripheral neuritis. Results of galvanic stim. 
ulation were compatible with peripheral neu- 
ritis. A program of physical therapy and die. 
tary care with electric stimulation of atrophic 
muscle groups was instituted. 

While the patient was in the hospital, it was 
learned from an outside physician that during 
the several weeks before admission the ag- 
glutination titers for typhoid had gone from 
1:160 to 1:320 to 1:80 to 1:160 to 1:80 seri- 
ally, that stool cultures were negative at that 
time, and that the rash over the chest in asso- 
ciation with the rising typhoid titers had been 
the basis for the diagnosis of typhoid fever 
and treatment with chloramphenicol. There 
was a history of a generalized convulsion and 
opisthotonos in addition to the findings of 
peripheral neuritis at that time. Urine had 
been analyzed for arsenic, but results were 
negative. 

After several weeks of conservative man- 
agement, the patient was discharged against 
medical advice. It was felt that maximal hos- 
pital benefit had not been obtained. He was 
readmitted 10 months later in a confused 
state. It was difficult to obtain a history from 
him, but relatives said he had had fever, nau- 
sea, vomiting, diarrhea, numbness of distal 
extremities, difficulty with fine motions, and 
confusion for one week. Again the question 
of exogenous poison arose. An allegedly poi- 
soned cup of coffee was being analyzed by the 
police in another city. 

The past history was essentially the same as 
it had been on the previous admission, with 
persistence of findings since his discharge. 
Temperature was 98.6° F., pulse rate 88, and 
blood pressure 120/80. The patient was acute- 
ly ill. Speech was slow and slurred, motion of 
the hands and extremities was slow and clum- 
sy. and he had great difficulty accomplishing 
fine movements. Despite his confusion, he 
was oriented as to time, place and person. 
The conjunctivae were injected. There was an 
erythematous morbilliform eruption on the 
chest and neck. In addition, there were vesicu- 
lar eruptions on the anterolateral surface of 
the neck bilaterally. The vesicles were 1 to 2 
mm. in diameter and not surrounded by in- 
flammatory changes. 
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m- TABLE 1 
U- Laporatory Dara 
je- 
‘ic FIRST HOSPITALIZATION SECOND HOSPITALIZATION 
| First day | Twenty-first day | First day | Third day | Fourth day 
Eryth/ocyte count 4,990,000 | 4,420,000 4,110,000 | 3,900,000 | 3,900,000 
1g Hemozlobin (grams) 15 13.5 12 | 115 1 
g- Leukocyte count 9100 10,800 3000 | 600 800 
m Neutrophils 69 78 = 16 35 
: Ly phocytes 31 13 48 | 84 65 
Monocytes 4 
at Platelets | 97,000 
o- Sedimentation rate 10 
Bleeding time (minutes) 15 
- Clotting time (minutes) 18 
or Prothrombin time (seconds) | | 15 | 
re Nonprotein nitrogen (mEq. per cent) | 34 110 65 | 
d Sodium (mEq. per liter) | 150 | 
Potassium (mEq. per liter) Si 
of Carbon dioxide-combining power (vol. per cent) | 40 | 55 | 
d Blood sugar (mg. per cent) | 108 | 
A-G ratio 4.9-1.6, | 
fe 
st Neurologic examination revealed general- Examination of the cerebrospinal fluid dur- 
J ized hypesthesia, motor weakness and ataxia ing the second period of hospitalization re- 
7 (due to weakness). Deep tendon reflexes were —_ vealed the following: pressure 140 mm. of 
d markedly diminished. Pathologic reflexes were water; culture negative; no cells; glucose 48 
2 not elicited. Sensory evaluation was difficult mg. per cent; chloride 660 mg. (as sodium 
. because of the patient’s confused state. Neuro- chloride); protein 75 mg.; colloidal gold 
i logic findings were compatible with the previ- — curve 0012100000. Blood culture was nega- 
d ous impression of peripheral polyneuritis. . tive. Blood complement fixation tests for 
Other abnormal physical findings were not typhus, Q fever, Rocky Mountain spotted fever 
f noted. The diagnosis was again encephalo- and rickettsiae were negative. Agglutinations 
myelopathy of undetermined cause. against Proteus OX-19 organisms were nega- 
The patient was treated with oxytetracycline tive. Agglutinations for the typhoid-para- 
and intravenous fluids, vitamins and diet. The typhoid groups again were negative. Urine 
h lethargy continued. Because of the progression _—_ culture for typhoid organisms was negative. j 
of his confusion, the neurologic findings. and — Staphylococcus aureus being found. f 
| the questionable poisoning, BAL therapy was On the fifth hospital day the patient died. t 
. begun empirically on the third hospital day, Di : 
f before the report of analysis of the coffee was seigeisnaaial 
; received. That day the leukocyte count was DR. TENTLER (staff neurologist): Six weeks 
: 600 with 84 per cent lymphocytes, and the before admission to this hospital, this 27 year 
‘ next day, the fourth hospital day, it was 800 old white man had an acute illness beginning 
with 65 per cent lymphocytes (table 1). On with generalized weakness. However, the weak- 
’ the fourth day a report was received from ness was accompanied by malaise, fever, vom- 
, the police indicating that the coffee submitted _ iting and diarrhea, and it is difficult to tell rs 
; to them did not contain arsenic, and the BAL _ whether it was due to fluid loss and electro- uf 
was stopped. The patient’s temperature rose __ lyte disturbance, or whether it was the begin- 


to 102° F., and on the fifth day it was 104° F. 
Urine became grossly bloody and the macular 
eruption more prominent. 


December 1958 


ning of a profound disturbance in strength on 
a neurologic basis. He also had transient pain 
in the chest aggravated by deep breathing. 
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This might have been a pleuritis, but it is not 
mentioned again. 

At another hospital, he was given supportive 
fluids and penicillin with little change. He be- 
came disoriented and delirious, and a rash de- 
veloped on the neck and shoulders. This sug- 
gested to the examining physicians that the 
patient had typhoid. There is no mention of 
blood, pus or mucus in the stools or that they 
were copious, but still a tentative diagnosis 
of typhoid was made. Chloramphenicol was 
given, with spectacular results. Delirium 
cleared and his condition improved progres- 
sively, except for the weakness, which began 
to assume the pattern of a peripheral neuropa- 
thy or a radiculopathy. 

The acute gastrointestinal disturbance with 
vomiting and diarrhea, followed by delirium. 
could fit numerous disease entities. Then the 
typical findings of a peripheral neuritis de- 
veloped with numbness of the extremities and 
progressive motor weakness. In two weeks the 
patient was unable to feed himself. In the 
Guillain-Barré syndrome, a very rapidly pro- 
gressive motor weakness can develop and be 
that disabling in two weeks, accompanied by 
minimal peripheral sensory disturbances such 
as are described in this case; the numbness is 
more severe distally, and weakness is profound. 

The past history was not unusual. He was 
not exposed to toxic fumes or metallic ele- 
ments. He drank beer occasionally. And then 
the disclosure is made that he had a great deal 
of difficulty with his labor union. His home 
had been bombed and cut up and he had been 
threatened. Now, whether or not he received 
a Mickey Finn somewhere along the line I do 
not know, but on one particular day when 
someone had told his wife he would die he 
received a cup of coffee that contained poison 
of undetermined type; this makes things very 
difficult. 

We have, therefore, a case of an acute ill- 
ness with gastrointestinal symptoms and a se- 
vere peripheral neuritis or a radiculitis, and 
poisoning with some unknown poison. Was 
the original illness caused by poison? Acute 
poisoning with arsenic can produce a course 
identical with this patient’s—prostration, vom- 
iting. diarrhea, progressive mental confusion 
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and, if the victim survives, signs and symp- 
toms of rather severe peripheral neuropathy, 
primarily motor and accompanied by consid- 
erable atrophy in the peripheral parts, the sen- 
sory symptoms being minor compared with the 
motor symptoms. 

The signs of peripheral neuropathy per- 
sisted and the patient was admitted to this 
hospital, where it was observed that he was 
“paranoid.” His home had been bombed, he 
had received coffee containing poison, and he 
was “paranoid”! (I am sure he had a psychi- 
atric consultation here, when they said he had 
a “chronic anxiety reaction with paranoid fea- 
tures.””) At any rate he was sick. He had a low 
grade fever. He was dehydrated enough to 
make his temperature 99° F. Blood pressure 
was normal. Neurologic examination revealed 
the signs of a peripheral neuropathy, with 
depressed deep tendon reflexes and severe 
atrophy of the muscles of the extremities, prob- 
ably most marked in the small muscles of the 
hands and forearms and those of the feet and 
legs. Fine finger movements were not very 
good, and all sensory modalities were dis- 
turbed, with anesthesia of the most peripheral 
parts, the tips of the fingers. 

The cerebrospinal fluid was abnormal; 10 
lymphocytes probably is abnormal, and a pro- 
tein level of 73 mg. definitely is elevated. In 
the Guillain-Barré syndrome, the protein level 
could very well be 73 mg., but that is not very 
impressive if one is thinking of the syndrome 
after six weeks, when it should be higher. Ele- 
vated protein levels are seen in various pe- 
ripheral neuropathies; diabetic peripheral neu- 
ropathy may be accompanied by an elevation 
as high as 300 or 400. Here is a patient with 
a peripheral neuropathy and with a mild ele- 
vation of the protein level which would be 
consistent with the peripheral neuropathy. He 
had some brown desquamated areas on the 
palms and soles, and whether these were hy- 
perkeratosis or represented pigmentation or 
changes in pigmentation I do not know. If 
they were hyperkeratosis, we will have to start 
thinking again of arsenic; pigmentation or 
atrophy would be consistent with peripheral 
neuropathy with atrophic changes in the skin. 

Laboratory findings were negative and a 24 
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hou: urine test for arsenic was negative. Al- 
thou arsenic is not most easily found in the 
urin«. after an illness of six weeks there might 
have been a trace. It would have been well to 
have liad something else to study besides the 
urin.. If we exclude arsenic as the agent re- 
sponsible for the symptoms, the patient cer- 
tainly could have had acute porphyria. This 
disease frequently is ushered in by gastroin- 
testinal symptoms and profound muscular 
weakness. In addition, he may have been 
given sedation, such as barbiturates, which 
will precipitate confusion, delirium and coma 
in these patients. He may have had incidental 
recovery with chloramphenicol and supportive 
treatment. But in the laboratory they demol- 
ished this reasoning by reporting that the tests 
for porphyrins were negative. Nor did they 
place much credence in the suggested diag- 
nosis of typhoid. At least the tests they made 
were all negative, on three different occasions. 
It was considered that the patient had the 
residuals of a meningo-ericephaloradiculitis or 
a peripheral neuropathy, and the findings are 
consistent with a peripheral neuropathy. 

The peculiar rash on the chest and neck 
plus the peripheral neuropathy and the ex- 
plosive onset of gastrointestinal symptoms pos- 
sibly could represent polyarteritis. However. 
the patient did not have eosinophilia, he had 
not been hypertensive, there were no red cells 
in the urine, and he had not had previous 
disease. 

He left the hospital, apparently feeling well 
enough to sign himself out although the doc- 
tors felt he was still too ill. Ten months later. 
he was readmitted because of a new explosive 
episode. Apparently he had been relatively 
well in the interim except for some weakness: 
I could not tell how well from what I read, 
even though this is quite an extensive protocol. 
He came in with a one week history of fever. 
nausea, vomiting, diarrhea and numbness of 
the extremities, and was definitely confused. 
The past history gave about the same informa- 
tion as previously, with a report of persistence 
of findings since his discharge. And someone 
raised the question of whether or not he had 
been poisoned, this poor “paranoid” fellow. 
He had had another cup of coffee that did not 
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taste right, and it was being analyzed by the 
police. 

Physical findings were much the same as 
previously. There was no fever this time, pulse 
rate was 88, and blood pressure was normal. 
It is reported that his speech was slurred. 
Whether he was simply weak and confused 
and not too attentive, and his speech was thick 
and garbled because of the acute illness, | do 
not know, but he was oriented as to time. 
place and person, and he might actually have 
had slurred speech. A rash on the chest and 
neck was vesicular and not surrounded by in- 
flammatory changes. Once again the signs and 
symptoms of a profound polyneuropathy were 
observed, with weakness and atrophy. The 
diagnosis of encephalomyelopathy was made 
and he was treated with oxytetracycline. 

At the time of his second hospital admis- 
sion, he had leukopenia, with a white cell 
count of 3000. In view of the bizarre history 
of acute gastrointestinal symptoms and _ pe- 
ripheral neuropathy and of the previous re- 
sponse to chloramphenicol, I wonder if he 
received chloramphenicol again. I wonder 
whether, since the leukocyte count dropped to 
600 by the third hospital day and did not rise 
above 800 before his death, the count of 3000 


‘ at the time of admission was in response to 


chloramphenicol given by the same physician 
who had given this drug to the patient previ- 
ously. Such sensitivity reactions do occur with 
chloramphenicol. 

On the fourth hospital day the police re- 
ported that the coffee did not contain arsenic. 
However, administration of BAL already had 
been started, and after the report was received 
it was stopped. The same day the signs and 
symptoms that would go with his profound 
agranulocytosis began to appear—fever 
mounted, urine became bloody, the rash be- 
came worse. Apparently a severe septic course 
was developing rather rapidly, with negative 
febrile agglutinins. Various complement fixa- 
tion tests were done—for rickettsial organ- 
isms, for the typhoid-paratyphoid groups. 

This patient had two acute illnesses, each 
starting rather explosively with gastrointesti- 
nal symptoms—nausea, vomiting, diarrhea 
and fever—and generalized weakness, fol- 
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lowed by profound and severe peripheral neu- 
ropathy, greater in the motor system than in 
the sensory, with a skin rash on the face and 
neck, delirium and confusion. The urine was 
not red, there was a negative history with re- 
gard to porphyria, at least on the tests, and 
urine studies for arsenic reportedly were nega- 
tive on two occasions. But there is a definite 
story that an attempt had been made to poison 
him. He had been given chloramphenicol, 
probably more than once; it was given initial- 
ly at another hospital and it may have been 
given at a later time, resulting in agranulo- 
cytosis. Cerebrospinal fluid was somewhat ab- 
normal. 

The conditions we should consider are: 

1. The first condition to consider is arsenic 
poisoning, both acute and chronic. In the 
chronic stages, it is not unusual not to find 
arsenic in the urine. If one waits long enough 
after an acute episode, there will be no arsenic 
in the urine. I do not know if an arsenic study 
was done a second time on the urine. The hair 
and nails were not evaluated, at least not while 
the patient was alive. A white band on the nail 
beds was not described; this is characteristic 
of chronic arsenic poisoning and may have 
been overlooked. Leukopenia could develop 
from arsenic poisoning, but, whether or not it 
could be as severe as it was in this case, | was 
unable to determine from the references | 
consulted. 

2. Porphyria can cause an identical picture, 
with all the signs and symptoms: explosive on- 
set of gastrointestinal disturbance followed by 
profound muscular weakness and atrophy, con- 
fusion, delirium and, with recovery, a remis- 
sion of 10 months or a year or five years, fol- 
lowed by another acute explosive episode. 
Agranulocytosis usually is not a concomitant 
of porphyria, but this might have been the 
result of chloramphenicol. 

3. I already mentioned polyarteritis, and | 
do not think this man had polyarteritis. He 
did not have eosinophilia or disseminated dis- 
ease except for the nervous system. | suppose 
that if one considers polyarteritis one should 
also consider lupus, and I have considered it 
only to mention it. 

I think the patient had either porphyria 
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with negative urine tests, or acute and chronic 
arsenic poisoning. If 1 knew what was in that 
first cup of coffee, | would feel better. 1 think 
| would say he had acute arsenic poisoning 
and also had been receiving “tonic” doses from 
someone over the 10 month period. 

Question: Would you comment on the fact 
that when the deep tendon reflexes were de- 
creased and superficial reflexes were absent 
the abdominal reflexes were brisk and the cre- 
masterics were absent? 

DR. TENTLER: A peripheral neuritis affects 
the peripheral nerves. The more peripheral 
they are, the more they are affected. If one 
induces peripheral neuritis in a rat, it will 
start out in the tail. If you wait long enough, 
it will begin to involve the extremities, but it 
starts in the most distal portions. If you trans- 
plant the rat’s tail inside its abdomen and 
produce the same conditions, the rat will get 
peripheral neuritis not in its tail but in the 
most distal portion. So, first of all, the nerves 
in the trunk are not true peripheral nerves. 
They are end nerves, but they are not the same 
or under the same circumstances as those in 
the extremities. Also, if there is no sensory 
disturbance in the trunk, the reflex, which has 
an upper motor neuron arc also, would be very 
late to disappear. But it is rare in peripheral 
neuropathy to find absent superficial reflexes 
in abdominals or cremasterics. 

Question: | would like to ask about the lab- 
oratory report that tests for porphyrins in the 
urine were negative. Do you think porphobilo- 
gen is meant? 

DR. TENTLER: | think they meant porpho- 
bilogen, and that is the most disturbing thing 
of all. | was hoping they had not done the tests 
so that I could say it would have been there 
if they had. I have seen 10 or 12 cases of 
acute porphyria, and this case sounds exactly 
like what those patients had, and recovered 
from, only to die later with an acute fulminat- 
ing course such as this—but without occur- 
rence of agranulocytosis. 

DR. HURLEY: The protocol was not quite as 
complete as Dr. Tentler thought it was. We 
withheld one fact. 

In any case such as this, with alleged poi- 
soning, either real or imagined, an important 
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face’ is introduced which is not altogether 
med al in nature. Unfortunately, generally 
spea ing, the physician has had no experience 
alon these lines. I would like to present a few 
pert:vent facts in regard to this type of case, 
and then the postmortem findings will be given. 

| The first thing necessary is to suspect 
homicide or suicide or industrial poisoning. 
Witiout this suspicion nothing further is done. 
This patient brought suspicion with him, stat- 
ing that he thought he had been poisoned, and 
this statement was supported by numerous 
facts in the history. 

2. It is necessary to collect suitable speci- 
mens. In acute poisoning these include gastric 
washings. Proper labeling and saving of the 
specimens are important; continuity of evi- 
dence must be maintained. 

3. Next is the actual determination of the 
probable agent. To attempt to decide this point 
under a general heading of “probable” poison- 
ing, or to send a number of specimens to the 
toxicologist without further information is 
practically useless. You are well aware of the 
number of different poisons which are used in 
industry and which are self-administered. 
There is no simple test to determine the type 
of toxic agent. Therefore, an important point 
is to attempt to identify the agent responsible. 
Careful examination of the patient’s environ- 
ment for empty bottles or containers or spilled 
tablets may be a great help, as may a thorough 
history obtained from the patient, his family 
or his co-workers. 

4. The last step is laboratory confirmation 
of a suspected agent if one is present, both as 
to type and as to quantity. In regard to the 
agent arsenic, which was brought up in today’s 
conference, there might be trace amounts pres- 
ent in the body due to previous therapy or low 
grade exposure to arsenical compounds, for 
example, those used in gardening. 

There are four types of arsenical poisoning. 
Patients with the acute paralytic type die with- 
in 24 hours of medullary center depression. 
Those with the acute gastrointestinal type may 
go along for a few days, and the principal find- 
ing usually is severe diarrhea not unlike that of 
cholera—a rice-water type of fatal diarrhea. 
The third type is the subacute type, and the 
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fourth is the chronic type. The chronic type, 
which presents with progressive symptoms, is, 
I believe, the type to which this patient’s his- 
tory conforms. 

In chronic arsenical poisoning there are 
three groups of manifestations: (1) chronic 
neuritis, peripheral and progressive over a 
long period; (2) chronic gastrointestinal 
symptoms, such as diarrhea, vomiting, ano- 
rexia and recurrent nausea, which clear up for 
a few weeks and then recur even without fur- 
ther ingestion of arsenic; (3) the chronic der- 
matopathic lesions, which may vary; a typical 
example is hyperkeratosis with eventual change 
into squamous cell carcinoma. 

Useful specimens for analysis in a case of 
chronic arsenical poisoning include bone, hair 
and skin. Many times at autopsy it is found 
that a person who was known to have chronic 
arsenical poisoning died of emaciation, and 
careful examination of all the viscera fails to 
reveal arsenic even in trace amounts. The hair, 
nails and bones, however, will contain signifi- 
cant amounts of arsenic. 


Postmortem Findings 


Pathologic findings are both nonspecific and 
specific. The gross and microscopic findings 


. are completely nonspecific, and many entities 


can give the same picture—that of chronic 
gastroenteritis and degeneration of the heart, 
liver, kidneys and nervous system. | am sure 
you can imagine many entities that would give 
such a picture, including sepsis and endotoxins. 

The specific pathologic finding is a demon- 
stration of toxic levels of arsenic in the tissues 
within the body. Review of toxicologic litera- 
ture reveals that in a series of fatal cases in 
which death occurred within 24 hours (the 
acute paralytic type) the arsenical content 
ranged from 7.2 to 127 mg. per kilogram of 
liver tested. This is a wide range. but in cases 
with the lower level of 7.2 mg. the acute epi- 
sode still prevailed. In the acute gastrointesti- 
nal type there generally is less concentrated 
exposure to the arsenic, and the detoxication 
mechanism can excrete some portion of this 
ingested arsenic. Patients with the acute gas- 
trointestinal type who survived from one to 
eight days had lower levels than those with the 
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acute paralytic type, from 12 to 52 mg. per 
kilogram of liver. In the case discussed herein. 
it was demonstrated that the level of arsenical 
content was 12 mg. per kilogram of liver. A 
single lethal dose has been estimated to be 
about 13 gm., almost 1% oz. of arsenic, which 
is a large amount to take at one time regard- 
less of the vehicle used to administer it. 

Petechial hemorrhages were found in the 
conjunctivae bilaterally, and a vesicular rash 
was noted over the upper part of the trunk and 
arms. There were multiple petechiae on the 
shoulders, neck and upper trunk. The peri- 
cardial sac contained 250 cc. of clear fluid. 
the right pleural cavity 700 cc., and the left 
pleural cavity 500 cc. The heart was of aver- 
age weight, 290 gm. It was remarked that it 
was a pale yellow-brown on sections of the 
myocardium and it appeared extremely flabby. 
This might have represented a postmortem 
change, but as we see in the microslides this 
was not the case. The lungs showed moderate 
dependent congestion, typical of terminal vis- 
ceral congestion. The liver was of approxi- 
mately normal weight, 1,660 gm., and had a 
yellow-brown color rather than the usual dark 
brownish-red, but the architecture appeared 
well maintained. The combined weight of the 
kidneys was 450 gm. The cortical surface was 
smooth. Cut section showed the cortex to bulge 
and there was indistinct demarcation of the 
pyramids from the cortical structures. Petechi- 
al hemorrhages were noted over the left renal 
pelvis. 

The gastrointestinal tract was the most re- 
markable. The esophagus had the major le- 
sions, showing severe hyperemia and marked 
thickening on palpation of the wall. There 
were several ulcerated areas up to 2 cm. in 
diameter starting approximately 4 cm. proxi- 
mal to the gastro-esophageal junction. The 
stomach and lower portion of the esophagus 
presented the same necrotic ulcer lesions. The 
remainder of the gastrointestinal tract was 
normal. The brain showed edema and _ pro- 
nounced congestion. On cut section there was 
a marked dilatation of the intracerebral ves- 
sels. Petechial hemorrhages were seen grossly 
in the brachium pontis. 

Microsections through the lower portion of 
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the esophagus showed replacement of the mu- 
cosa by large areas of hemorrhage with marked 
inflammatory change. On the surface, mycelial 
colonies grew in abundance. A section from 
the stomach showed a similar picture, with in- 
flammatory reaction especially in the perivas- 
cular area throughout the muscle coat. Again 
there was no evidence of remaining mucosa. 
Study under higher power revealed that the 
mycelia on the surface of the necrotic esopha- 
geal and gastric epithelium were compatible. 
morphologically, with Monilia. There were a 
few remnants of mucosal glands remaining in 
the stomach wall, showing atypia of the mu- 
cosa. This appeared to represent hyperplasia 
of the gland, probably in an attempt to re- 
generate. Thus there was a transmural acute 
esophagitis. Section through an autonomic 
nerve trunk in the stomach wall showed nor- 
mal structure. Sections of peripheral nerves 
were not available. 

A section of the myocardium showed dif- 
fuse myocarditis and focal areas of degenera- 
tion. Sections of the kidney showed a large 
amount of protein-rich fluid within the tubules 
and periglomerular spaces. The tubular epi- 
thelium and the glomeruli otherwise appeared 
normal. There was dependent congestion of 
the lungs. 

Sections of the upper cervical cord showed 
acute degeneration of the anterior horn cells 
of severe degree. Sections also were taken of 
liver and kidney and were found to be con- 
sistently positive for arsenic in a value of 12 
mg. per kilogram of tissue. 


Comment 


It is interesting to note that the urine was 
analyzed repeatedly for arsenic, elsewhere and 
at this hospital, with consistently negative 
findings. Following empirical therapy with 
BAL, a urine specimen within 48 hours dem- 
onstrated a significant arsenic content. Evi- 
dently, with the BAL therapy, stored arsenic 
was mobilized and excreted. This procedure 
might prove of value in a toxicologic examina- 
tion when chronic arsenic toxicity is suspected 
and the urine is negative for arsenic; it would 
be in addition to the routine procedure of 
analysis of hair and nail trimmings. 
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NAUSEA AND VOMITING 
IN PREGNANCY 


The problem of nausea and vomiting in early 
pregnancy is one that plagues many physi- 
cians. | hope that some energetic researcher 
soon will develop a magic remedy which will 
solve this problem and thereby reduce the 
thousands of telephone calls we receive from 
patients beseeching us to prescribe something 
to relieve their distress. Although I have not 
counted them, there must be around 250 avail- 
able drugs or combinations of drugs which are 
heralded as effective in treating this condi- 
tion. Obviously, any problem with so many 
answers is still unsolved. 


Pathogenesis 


It is believed that in some women an aller- 
gic factor causes excessive nausea with vomit- 
ing in early pregnancy. The adrenocortical in- 
sufficiency occurring in pregnancy produces 
hypersensitivity to histamine and favors de- 
velopment of allergic manifestations. Although 
the responsible allergen is unknown, it is 
thought to be the gonadotropic hormone. Stud- 
ies carried out at the Mayo Clinic showed 
that the chorionic gonadotropic hormone usu- 
ally appears in the serum and urine of the 
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pregnant woman five days before the expected 
date of the first missed menstrual period. The 
titer rises between the twenty-fourth and for- 


‘ tieth days and remains between 1000 and 5000 


1.U. in a 24 hour urine specimen or 10 to 50 
1.U. in serum. Then a marked elevation occurs 
between the fortieth and ninetieth days: this 
period seems to mark the peak of the nausea, 
vomiting and malaise. After the ninetieth day. 
the titer falls and remains at a constant level. 
but is still higher than the pre-elevation level. 

Many physicians believe that a psychologic 
factor or emotional disturbances cause nausea 
and vomiting in pregnancy. This theory is 
strongly supported by the relief of nausea and 
elevation of mood effected in the depressed, 
nauseated and anxious patient by administra- 
tion of many tranquilizing drugs, central nerv- 
ous system stimulants of the amphetamine 
group, and similar drugs. Another observa- 
tion which lends credibility to this theory is 
the fact that the woman who has wanted chil- 
dren but who has had difficulty in becoming 
pregnant rarely is nauseated. She is so genu- 
inely happy at having conceived, there is no 
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thought of the apathy or nausea seen in many 
women whose pregnancies are not so regarded. 

A third factor cited as a cause of vomiting 
is disturbed motility of the stomach, with ac- 
cumulation of gastric secretions and resultant 
reverse peristalsis. To control the disturbed 
gastric equilibrium, frequent feedings, use 
of antacids and drugs such as EMETROL™ are 
recommended. 


Treatment 


Although observers have cited other causes 
of the nausea and vomiting of pregnancy, the 
three conditions just mentioned form the basis 
for most of the therapy devised to help these 
seemingly uncontrollable and sometimes dan- 
gerously ill patients. Since the condition is at- 
tributable to so many causes, it is obvious 
that no one regimen will always produce satis- 
factory results. All cases must be individual- 
ized in regard to the patient’s intelligence, 
emotional stability and ability to cooperate 
with the method of drug administration. In 
addition, the economic factor must be consid- 
ered. Giving an indigent patient 50 tablets 
that cost 50 cents apiece only makes her sicker 
when she has to pay the bill! A factor that 
is equally important is the patient’s environ- 
ment. We all have known patients who are in- 
fluenced by their mother-in-law or grandmoth- 
er, who believes that all pregnant women are 
supposed to be nauseated! 

After the patient has been properly evalu- 
ated and a decision is reached regarding the 
cause of her nausea, the physician can judi- 
ciously choose the medication to be used. 

In the disturbed, anxious, high-strung pa- 
tient, | have had a worthy degree of success 
from using 2 to 4 mg. TRILAFON® three to 
four times daily. When this type of patient 
has not responded to Trilafon alone, satisfac- 
tory results have been obtained by combining 
Trilafon with suppositories of 25 mg. PHENER- 
GAN® hydrochloride (a compound similar to 
THORAZINE®). I also have used the comBip® 
SPANSULE® along with the Phenergan sup- 
positories or an Antinausea SUPPRETTE® 
(chiefly a barbiturate combination ). 

I believe there is a decided psychologic fac- 
tor to be considered in treating a large per- 
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centage of these patients. Therefore, it is wise 
to make a positive suggestion to them that the 
drug of choice will cure their nausea. This ap- 
proach is far more successful than merely 
handing them the prescription and saying, 
“Try this, and if it doesn’t work, we still have 
249 other drugs to use.” 

In the emotionally and mentally stable 
patient who presents a true picture of “un- 
prompted” nausea, | have gained the best re- 
sults with BENDECTIN®, a combination of 10 
mg. BENTYL® hydrochloride (to quiet the dis- 
turbed gastrointestinal musculature), 10 mg. 
DECAPRYN® succinate (for action against vom- 
iting), and 10 mg. pyridoxine hydrochloride 
(to compensate for a possible deficiency of 
vitamin B,,). The dosage consists of two tab- 
lets at night, one in the morning, and one at 
noon. The noon and morning doses are omit- 
ted in that order when possible. Because these 
tablets have a protective coating which dis- 
solves in a 12 hour period, the dose taken at 
night becomes effective in the morning. | also 
have obtained good results in the emotionally 
stable patient with use of BONADOXIN®, BONA- 
MINE® and NIDOXITAL®, 

I have not used amphetamine preparations 
extensively, because they produce a consider- 
able degree of habituation. | have observed 
many patients who have been given these 
agents and who eventually feel that they can- 
not tolerate another day of pregnancy without 
“those little green pills” (pEXAMYL®), even 
though they are no longer nauseated. | found 
that one patient had become so addicted that 
she had been procuring as many as 40 tablets 
a week for over a year. Amphetamine agents 
are dangerous and should be used with cau- 
tion. PRELUDIN®, sometimes used to suppress 
appetite and nausea, is another drug that may 
cause addiction. 

Patients with severe hyperemesis present a 
more difficult therapeutic problem, but they 
can be cured. Determination of the extent of 
hypokalemia (potassium deficiency) and a 
general electrolyte balance should be obtained 
quickly. If not treated, this condition results 
in a progressive potassium deficiency, and the 
patient dies from respiratory paralysis. 

It is absolutely necessary to hospitalize and 
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isolat’ the patient except for occasional five 
minui visits from her husband; even this is 
prohi. ited in some cases. With the patient in 
the li -pital and the electrolyte picture estab- 
lishe. therapy is simple and direct. Hydra- 
tion ith glucose water and replacement of 
deplei-d potassium (usually 3 to 4 gm. daily ) 
with 5000 cc. saline each day are required. 
Potassium is not stored; it is always excreted. 
All feeding is done intravenously for two days, 
and a gastric suction is sometimes used, both 
to deter vomiting and to help control fluid 
balance. The intake and output are balanced 
as quickly as possible. Sedatives, administered 
intramuscularly, or tranquilizers are the only 
drugs given these patients. | have used 25 mg. 
SPARINE® three times daily; and, in some in- 
stances, a combination of rectally administered 
Phenergan with Thorazine given intramuscu- 
larly. It should be remembered that the bar- 
biturates are not detoxicated in these patients 
and may have an accumulative effect. 

After two days, with the fluid and electro- 
lyte balance established and having had noth- 
ing by mouth during that period, the patient 
is starting on the road back. During the next 
two days, the previously mentioned drugs, ad- 
ministered orally and rectally, may be com- 
bined with wet and dry feedings. Regular, fre- 
quent feedings then may be resumed. If the 
patient regresses at any one point, the treat- 
ment is started again; however, this is rarely 
necessary. By this time the state of isolation, 
dehydration and nausea have become so an- 
noying to the patient, she makes every effort 
to get well. 

THEO. F. MIDDLETON 


TUBERCULIN TESTING MAY 
SUPERSEDE COMPULSORY 
X-RAY PROGRAMS 


Tue United States Public Health Service,' 
the Office of Education, and the Children’s 
Bureau have recommended that state and local 
authorities consider replacing compulsory 
x-ray of the chest with the tuberculin skin test 
as the initial means of detecting tuberculosis 
among students and school employees. par- 
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ticularly in areas which have shown a low in- 
cidence of cases of tuberculosis. X-ray of the 
chest can then be limited to those whose skin 
tests are positive. 

In making this decision the authorities were 
influenced by examination of the value of 
mass x-ray programs calculated against the 
costs of such programs and the factor of ex- 
posure to radiation. Several states have already 
passed legislation limiting conditions under 
which x-ray may be used and providing for 
adequate protection against radiation. Many 
scientific reports are now available on the 
value of tuberculin testing. Especially signifi- 
cant, however, are the rates quoted from Min- 
nesota, where Dr. J. A. Myers has been for 
many years a leader in this field. 

From 1920 to 1955, 7,530 students and 
faculty members of the University of Minne- 
sota were examined for conditions affecting 
the chest. The group included 1,055 cases of 
pulmonary tuberculosis of the reinfection type, 
considerable numbers of primary pulmonary 
tuberculosis, 115 cases of tuberculous pleurisy 
with effusion, and 61 cases of extrathoracic 
tuberculosis. Among these were 23 cases of 
tuberculosis of the bones and joints, seven of 
the kidneys, 22 of cervical lymph nodes, and 


‘two cases of meningitis. In 1928 tuberculin 


testing was done on all students entering the 
university. In that year 33 per cent of the 
students showed positive reactions. This fig- 
ure fell to about 8 per cent in 1945 but rose 
from 12 to 20 per cent from 1946 to 1954, due 
to the enrollment of war veterans and more 
foreign students. 

During the years tuberculin testing was 
continued, it was discovered that the incre- 
ment of infected students in the college of 
education was about | per cent annually but 
many times greater in the schools of nursing 
and medicine. Students of medicine came 
regularly in contact with contagious patients. 
Students protested against such exposure and 
medical students’ relationship to patients in 
sanitariums was discontinued in 1936. The 
service was, however, resumed later without 
harm, because strict technics pertaining to 
contagious disease were established. The class- 
es of the school of medicine being graduated 
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from 1919 to 1932 yielded 92 students with 
demonstrable tuberculous lesions, 11 of whom 
died from tuberculosis. In the last 14 years 
only one student who had been infected be- 
fore entering the school showed a demonstra- 
ble tuberculous lesion. 

Myers, Boynton and Diehl’ have not ap- 
proved of the use of BCG vaccination, because 
it has not seemed to be necessary and because 
it tends to spoil the fine diagnostic method that 
is represented by the tuberculin test. 

MORRIS FISHBEIN 
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THE FUTURE OF LARYNGOLOGY 


AV FASCINATING exercise in medical thought 
is observation of the manner in which new dis- 
coveries modify the functions of specialists in 
various fields. With the development of hydro- 
cortisone ointments, general practitioners have 
become more efficient in treating eczema, 
which once constituted at least one-third of 
dermatologic practice. The development of 
improved anesthesia, antibiotics and blood 
transfusion has made possible operative pro- 
cedures which formerly could not even be at- 
tempted, and some of which have moved from 
the exclusive province of the surgeon to the 
possible utilization by general practitioners. 
In his president’s address to the Section of 
Laryngology of the Royal Society of Medi- 
cine, R. J. Cann' noted that the British Rhino- 
Laryngological Association was established in 
1888 by Morell Mackenzie and the London 
Laryngological Society in 1893 by Sir Felix 
Semon. In 1907 these two societies became 
the Section of Laryngology of the Royal So- 
ciety of Medicine. Laryngology probably be- 
gan with the development of the mirror used 
by the specialists in 1857. One hundred years 
ago there were no electric lights, no electricity 
for cautery or suction, no knowledge of bacte- 
ria or x-rays, no cocaine, and no ADRENALIN®. 
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These were to become the mainstays of laryn- 
gologic practice. As he has viewed the laryn- 
gologic scene, Cann has been impressed with 
the changes that have occurred in recent years, 
Total removal of the tonsils and adenoids has 
been modified by conservation of the lymph 
tissue of the upper respiratory tract. The range 
of endoscopy, including bronchoscopy, has 
been extended. Improvements in general an- 
esthesia and the use of antibiotics have made 
this procedure much safer. During the last 30 
years improvements in public health, housing 
and nutrition have diminished respiratory dis- 
ease, controlled diphtheria, lessened tubercu- 
losis, and brought about an almost complete 
disappearance of atrophic rhinitis. 

What then is left for the present-day laryn- 
gologist? Cann says: “He diagnoses and treats. 
partly surgically, malignant disease in larynx, 
pharynx and nose. He treats some acute upper 
respiratory infections and may have to oper- 
ate on account of the results of acute infec- 
tions. He may need to operate to correct ab- 
normalities of development or injuries toward 
the general design of a restoration of func- 
tion. He has to deal with allergy as manifested 
in the nose and throat. He has to discover and 
deal with psychosomatic illness. He has to lis- 
ten to a vast multitude of complaints for which 
he can find no cause!” 

The significant landmarks in the field of 
laryngology have occurred at 20 year inter- 
vals, with the laryngoscope in 1860, cocaine 
in 1880, bronchoscopy in 1900, intratracheal 
anesthesia in 1920, and antibiotics in 1940. If 
1960 is to provide radiation therapy or inter- 
nal medication for use in the control of can- 
cer of the nose and throat, the surgery of the 
laryngologist will well-nigh disappear. Sadly. 
Cann reflects that the laryngologist may well 
consider branching into surgery of the thyroid 
and cleft palate, and the necessary surgery of 
the tongue, salivary glands, and the nerves of 
the neck. 

MORRIS FISHBEIN 
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intra-articular injections of prednisolone, A-82 (Dec.) 

Ascaris lumbricoides, A-18 ( Aug.) 

Aspirin, see Acetylsalicylic acid 

Asthma, cardiac, 577; fungous infection and, A-78 
(July) 

Automation in medicine (editorial), 445 


BACITRACIN, treatment of childhood infections, 331 

Barbiturates, action and toxicity, 207 

Bed rest, dangers (note), 549; famous practitioners of, 
A-72 (Sept.) 

Behavior, effect of psychotropic drugs, 296 

Biliary tract, surgery, reoperation, A-90 (Oct.) 

Bladder, cancer, A-94 ( Nov.) 

Blastomyces brasiliensis, treatment, A-90 (Sept.) 

Blood, analysis, hemoglobinometry, A-28 (Oct.) ; changes 
over a 24 hour period, 350; clotting defects in term 
pregnancy (editorial), 193; dyscrasias, see Anemia: 
Leukemia; loss, see Hemorrhage; plasma protein in 
malignant disease, 36; plasma, value of test for ade- 
nosine deaminase activity, A-89 (Sept.); platelets in 
patients with drug allergy, A-88 (Nov.); serum glu- 
tamic oxaloacetic transaminase in cerebrovascular ac- 
cidents, A-72 (Aug.); serum, transaminase and iron 
in liver disease, 48; tests, premarital (editorial), 195: 
transfusion, indications for, 540; transfusion in treat- 
ment of poisoning, A-44 ( Dec.) 

Blood pressure, determination, unreliability of casual 
readings, 27: high, chemotherapy, hazards, 201: high. 
incidence as revealed by industrial surveys, 648: high. 
treatment with chlorothiazide, A-72 (Aug.); high. 
treatment with hypotensive agents, 241; low. see 
Shock 

Blood vessels, see also Aorta: Arteries; Veins: peripher- 
al, disease, treatment with adrenergic blocking agents. 
254 

Bone, accessory, of foot and ankle, A-67 (Nov.):; tu- 
mors, malignant, fibrosarcoma, osteosarcoma and chon- 
drosarcoma, A-57 (Aug.); tumors, nonosteogenic 
fibroma, roentgen diagnosis, A-59 (July) 

Book reviews, Advances in electrocardiography (Koss- 
mann), A-154 (Dec.); Anomalies of infants and chil- 
dren (Mayer; Swanker), A-150 (Oct.); Atrial ar- 
rhythmias, digitalis and potassium (Lown; Levine), 
A-156 (Dec.); Auscultation of the heart (Ravin). 
4-152 (Dec.); Bacterial and mycotic infections of 
man (Dubos), A-150 (Dec.); The brain and human 
behavior (Solomon; Cobb; Penfield), A-152 (Oct.); 
Child care and training (Faegre; Anderson; Harris). 
A-114 (July): Diagnostic medical parasitology ( Mar- 
kell; Voge), A-148 (Sept.); Diseases of the esophagus 
(Terracol; Sweet), A-162 (Nov.); Diseases of the 
thyroid and parathyroid glands (Ficarra), A-164 
(Nov.); A doctor speaks his mind (Lee), A-150 
(Dec.) ; Electrocardiogram clinics (Riseman: Sagall). 
A-152 ( Dec.) ; Electrocardiography ( Bernreiter), A-148 
(Dec.); The esophagus: medical and surgical man- 
agement (Benedict; Nardi), A-162 (Nov.):; Essen- 
tials of gynecology (Taylor), A-166 (Nov.); Founda- 
tions of neuropsychiatry (Cobb), A-150 (Sept.) ; Frac- 
tures and other injuries (Cave), A-146 (Oct.); Fune- 
tional bracing of the upper extremities (Anderson: 
Sollars), A-156 (Sept.): Gynecologic and obstetric 
pathology, with clinical and endocrine relations (No- 


704 


vak; Novak), A-118 (July); Heart disease in infancy 
and childhood (Keith; Rowe; Vlad), A-142 (Oct.): 
Hemorrhagic diseases (Quick), A-106 (Aug.); High 
arterial pressure (Smirk), A-148 (Sept.); Ideals in 
medicine; a Christian approach to medical practices 
(Edmunds; Scorer), A-116 (July): Intestinal ob. 
struction (Welch), A-104 (Aug.); The management 
of childhood asthma (Speer), A-152 (Sept.); A man- 
ual of electrotherapy (Watkins), A-148 (Oct.): The 
medical management of cancer (Diamond), A-158 
(Sept.); Modern clinical psychiatry (Noyes; Kolb), 
A-150 (Dec.); Modern trends in gastroenterology 
(Jones), A-156 (Sept.); Ocular allergy (Theodore: 
Schlossman), A-144 (Oct.); Orr’s operations of gen- 
eral surgery (Higgins; Orr), A-168 (Nov.): Ortho- 
pedic diseases: physiology, pathology. radiology 
(Aegerter; Kirkpatrick), A-148 (Dec.); Pathology 
for the physician (Boyd), A-150 (Oct.); Pediatric 
surgery (Swenson), A-148 (Oct.); Pharmacology in 
medicine; a collaborative textbook (Drill), A-154 
(Sept.): Physical diagnosis (Adams), A-150 (Oct.); 
Physical examination of the surgical patient (Dun- 
phy; Botsford), A-146 (Dec.): The physician and 
group practice (Jordan), A-146 (Dec.); Polymyositis 
(Walton; Adams). A-105 (Aug.); The postoperative 
chest; radiographic considerations after thoracic sur- 
gery (Langston; Pantone; Melamed), A-104 (Aug.); 
The practice of nuclear medicine (Blahd: Bauer; 
Cassen), A-166 (Nov.); Preventive medicine for the 
doctor in kis community; an epidemiologic approach 
(Leavell: Clark), A-108 (Aug.); primer of cere- 
bral palsy (Russ: Soboloff), A-150 (Sept.); Prinei- 
ples of internal medicine (Harrison; Adams; Bennett; 
Resnik: Thorn; Wintrobe), A-164 (Nov.): Principles 
of ophthalmescopy (Erbaugeh), A-116 (July); Princi- 
ples of research in biolegy and medicine (Ingle), 
A-102 ( Aug.) : Progress in arthritis (Talbott; Lockie), 
A-168 (Nov.); Psychoprophylactic preparation for 
painless childbirth (Bonstein), A-102 (Aug.); Recent 
trends in chronic bronchitis (Oswald), A-152 (Dec.): 
Reconstructive and reparative surgery (May), A-156 
(Sept.); Regional ileitis (Crohn; Yarnis), A-143 
(Oct.); Rehabilitation of the cardiovascular patient 
(White; Rusk; Lee; Williams). A-154 (Dec.) ; Roent- 
genology of the chest (Rabin), A-154 (Sept.); Skin 
grafting (Brown; McDowell), A-146 (Oct.) ; Surgery 
of the biliary tract, pancreas and spleen; a_hand- 
bock of operative surgery (Puestow), A-152 (Sept.): 
Surgery of the chest; a handbook of operative sur- 
gery (Johnson; Kirby), A-106 (Aug.); Textbook of 
medical treatment (Dunlop; Davidson; Alstead), 
4-114 (July): A therapy for anxiety tension reactions 
(Haugen: Dixon: Dickel), A-146 (Oct.): Ulcerative 
colitis (Bacon), A-116 (July): Vertigo and dizziness 
(Alpers), A-104 (Aug.); The Year Book of cancer 
(1957-1958) (Clark; Cumley), A-144 (Oct.); The 
Year Book of endocrinology (1957-1958) (Gordan), 
A-170 (Nov.) 

Bornholm disease, outbreak in Australia, A-85 (Oct.) 

Bowels, see Intestines 

Bradycardia, A-78 ( Aug.) 

Brain, disease, as cause of vertigo, 615; examination, 
functional cerebral angiography, A-76 ( Aug.) ; hemor- 
rhage, as cause of sudden death, A-42 (Sept.) : injury. 
medicolegal aspects, A-34 (July): ischemia following 
arterial thrombosis, A-20 (Nov.): surgery, chemo- 
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p: deectomy and chemothalamectomy for parkinson- 
is and involuntary movements, 153; vascular acci- 
dis. errors in diagnosis of apoplexy, A-92 (Sept.) ; 
y. vlar accidents, serum glutamic oxaloacetic trans- 


a sase in, A-72 (Aug.); vascular accidents, study 
o! atients’ functional activities, 90 

Bre. *. cancer, new ideas on, A-92 (Nov.); cancer, 
tr iment, pituitary destruction with yttrium implant, 


Brow ides, action and toxicity, 217 


CA\«ER, mortality in Netherlands, A-96 (Nov.); of 
bladder, A-94 (Nov.); of bone, A-57 (Aug.); of 
broast, A-92 (Nov.); of stomach, roentgen examina- 
tion, A-57 (Sept.); of uterine cervix, nonoperative 
treatment, 341; pelvic, treatment with radioisotopes, 

557; plasma proteins in, 36; research on virus causa- 
tion, A-80 (July); treatment, pituitary destruction 
with yttrium implant, 497 

Capsebon, treatment of acne and seborrheic dermatitis, 
439 

Carbinols, tertiary, hypnotic effect, 219 

Cardiovascular system, altitude and, A-84 (Nov.); dis- 
ease, associated with diabetes mellitus, effect of rice 
diet on, 359 

Central nervous system, disease, see Brain; Parkinson- 
ism: Poliomyelitis; effect of adrenergic drugs on, 247; 
effect of psychotropic drugs on, 296 

Cerebral, see Brain 

Cervix, see Uterus 

Chest, see Thorax 

Chickenpox, effect on tuberculous children, A-88 (Nov.) 

Children, see Pediatrics 

Chloral hydrate, action and toxicity, 217 

Chlorpromazine, maintenance chemotherapy of mental 
patients, 641 

Cholinergic drugs, anticholinergic drugs and, 231 

Chorea, due to mecamylamine, 202 

Clinicopathologic conferences. Hines Veterans Adminis- 
tration Hospital, 431, 691 

Cocaine, toxicity, 95 

Codeine, effects and side effects, 239 

Cold, effect of exposure, A-80 (Aug.); hypothermia as 
adjunct to anesthesia, 293; hypothermia in heart sur- 
gery, A-82 (Aug.); 144 

Colic in infants, 627 

Collagen diseases, fibrinoid and, A-96 (Sept.) 

Colon, see Intestines 

Contraception, effectiveness of hormones in, 657 

Costal, see Ribs 

Costen’s syndrome, A-76 (Aug.) 

Cryptococcus neoformans, identification, A-74 (July) 

Culdoscopy, A-90 (Nov.) 

Curariform drugs, and new hypothesis concerning neu- 
romyal transmission, 257; value in anesthesia, 291 

Cycloserine, convulsions due to, 204; isoniazid and, in 
treatment of tuberculosis, A-18 (Dec.) 


DEAFNESS, see Ear 

Death, see also Mortality trends; sudden, unexplained, 
legal aspects, A-38 (Sept.) 

Deformities, congenital, possible role of drugs in, 205 

Delirium tremens, A-84 (Dec.) 

Demerol, see Meperidine 

Dermatitis, see Skin disease 

Dextromoramide, new analgesic, A-86 (Dec.) 
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Diabetes insipidus, pituitary function and, 417; possible 
case, A-22 (Sept.) 

Diabetes mellitus, complications, vascular, effect of rice 
diet on, 359; in children, growth and, A-94 (Oct.) ; 
insulin vs. oral therapy, 564; kidney disorders and, 
54; pancreatitis and, 431 

Diaphragm, hernia, hiatal, sliding, in newborn, A-74 
(Aug.) 

Diet, high protein, low salt, in treatment of heart-fail- 
ure, 73; effect on diabetes mellitus associated with 
vascular disease, 359; low and high calorie, composi- 
tion, 594 

Digitalis, treatment of congestive heart-failure, 224 

Discography, see Spine 

Diseases of the Colon & Rectum (editorial), 318 

Diuretics, oral, of aminouracil group, A-77 (July) 

Drugs, clinical trials, A-78 (Aug.); hazards and side 
effects of new therapeutic agents, 200; hypnotics and 
sedatives, 207; new. medical etl.ics and, 305; reac- 
tions, cutaneous, 263 

Duodenum, ulcer, see Peptic ulcer 

Dwarfism, pituitary, 410 


EAR, deafness, treatment, 512; disease as cause of 
vertigo, 615; freezing, aftereffects, A-20 (Oct.); sur- 
gery for deafness, A-98 (Sept.) 

Eclampsia, see Pregnancy complications 

Einstein, Albert, memorial hospital in Sao Paulo, A-90 
(Oct.) 

Electrocardiography, see Heart 

Endometrium, see Uterus 

Epilepsy, traumatic, medicolegal aspects, A-42 (July) ; 
24 hour periodicity in, 349 

Erythromycin, treatment of childhood infections, 335 

Esophagus, enlargement, surgical treatment of mega- 
esophagus, A-88 (Oct.) 

Experimental medicine, periodicity, 24 hour, clinical 
studies, 349 

Extremities, injuries, treatment in emergency room, 537 

Eye, deviation, pilocarpine treatment of squint, A-92 
(Nov.) ; disease, early diagnosis of visual impairment 
in children, 101; disease, glaucoma, treatment with 
adrenergic blocking agents, 255; inflammation, aller- 
gic conjunctivitis, A-20 (Dec.) ; injuries, minor, evalu- 
ation and management, 607; retinopathy with diabetes 
mellitus, effect of rice diet on, 361 


FACE, fractures, 544 

Fever, see Temperature 

Fibrinogen, lack as cause of hemorrhage in term preg- 
nancy (editorial), 193 

Fibrinoid, collagen diseases and, A-96 (Sept.) 

Fibroids, see Uterus, disease 

First aid, training by industrial physician, 86 

Foot, accessory bones, A-67 (Nov.) 

Forensic medicine, adoption, legal aspects, 528; death, 
sudden unexplained, A-38 (Sept.) ; ethics, new drugs 
and, 305; head injuries, medicolegal aspects, A-34 
(July); insemination, artificial, medicolegal aspect, 
A-40 (Oct.); medical jurisprudence, new trends in, 
A-50 (Nov.); suicide, attempted, A-94 (Sept.) ; toxi- 
cology, 271; workmen’s compensation, medical profes- 
sion and (editorial), 571; x-ray equipment, responsi- 
bilities of ownership and use, A-36 (Aug.) 

Fostex, treatment of acne and seborrheic dermatitis, 
441 
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Fungous infection, asthma and, A-78 (July): Blasto- 
myces brasiliensis, treated with amphotericin, A-90 
(Sept.); Cryptococcus neoformans, identification, 
A-74 (July) 


GAS gangrene, prevention, 542 

Gastrointestinal tract, anemia and, A-81 (Dec.); dis- 
ease, treatment with cholinergic and anticholinergic 
drugs, 231 

Geriatrics, home care in cooperation with hospita!, 138; 
hormonal changes with aging, 624; medical problems, 
special, in care of elderly patient, 90; old age, re- 
tirement and (editorial), 447; preventive medicine 
and, 476 

German measles, see Rubella 

Glaucoma, see Eye 

Glycosides, see Digitalis 

Goiter, see Thyroid 

Gonads, see also Ovary; Testes; alterations with aging, 
625; anomalies, congenital, 43; pituitary function and, 
412 

Growth, diabetes mellitus and, A-94 (Oct.); effect of 
pituitary hormones on, 407 

Gynecology, see also Menstruation; Ovary; Sterility; 
Uterus; genital tuberculosis in women, A-86 (Oct.) ; 
pelvic examination, culdoscopy, A-90 (Nov.) 


HAIR, growth, unusual, after use of plaster cast, A-22 
(Oct.) 

Head, injuries, 530; injuries, medicolegal aspects, A-34 
(July) 

Heart, disease, cardiac asthma, 577; disease, constric- 
tive pericarditis, 132; disease, coronary, as cause of 
sudden death, A-38 (Sept.); disease, coronary, diag- 
nosis, stress tests in, 419; disease, coronary, emotional 
factors in, 3; disease, coronary, management, A-20 
(Oct.) ; disease, coronary, response of angina to new 
drug combination, 189; disease, coronary, treatment of 
angina with iproniazid, A-72 (Aug.); disease, coro- 
nary, treatment with anticoagulants, 110; disease, oxy- 
gen therapy, 60; disease, placement of patients in in- 
dustry, 372; disease, rheumatic, prophylaxis with peni- 
cillin, 337; disease, treatment with adrenergic drugs. 
247; failure, congestive, treatment with digitalis, 224: 
failure, refractory, 67; function, electrocardiographic 
equipment for office, A-18 (Aug.); rate, treatment of 
bradycardia, A-78 (Aug.); surgery, artificial heart- 
lung device, A-74 (July); surgery, hypothermia in. 
A-82 (Aug.); surgery, induced cardiac arrest in, 76: 
surgery, selection of cases, 143 

Hematuria, see Urine, blood in 

Hemoglobin, determination, A-28 (Oct.) 

Hemorrhage, internal, as cause of sudden death, A-38 
(Sept.) 

Henry Ford Hospital, special issue, 1 

Hepatitis, see Liver 

Herbicides, poisoning hazard, 278 

Hernia, see a/so Diaphragm; inguinal, in infancy, A-92 
(Sept.) 

Hexamethonium, pulmonary fibrosis and, 201 

Hines Veterans Administration Hospital, clinicopatho- 
logic conferences, 431, 691 

Histoplasmosis, Prausnitz-Kiitzner test on patients with 
positive histoplasmin reactions, A-87 (Nov.) 

Home care, physician and, 138 

“Hopeless” case (note), 481 


706 


Hormones, see also Adrenals; Gonads; Ovary; Pitui- 
tary; Testes; Thyroid; alteration with aging, 624, 
control of ovulation and early development, 654; luteo- 
tropic, A-70 (July) 

Hydatid disease, in Australia, A-78 (Dec.) 

Hydralazine, side effects, 201 

Hypertension, see Blood pressure, high 

Hypnosis, during labor, A-20 (Dec.); value in plastic 
surgery, A-80 (July) 

Hypnotics, action and toxicity, 207 

Hypophysis, see Pituitary 

Hypotensive drugs, effects and side effects, 241 

Hypothermia, see Cold 


ILLNESS, see Morbidity 

Industrial Commission (Wisconsin), medical profession 
and (editorial), 571 

Industrial medicine, duties and responsibilities of part- 
time industrial physician, 85; gas poisoning, treat- 
ment, A-90 (Sept.); health surveys, comparative re- 
sults of two studies in the same industry, 648; place- 
ment of cardiacs in oil refinery, 372; preventive as- 
pects, 476; workmen’s compensation, medical profes- 
sion and (editorial), 571 

Infants, see Pediatrics 

Influenza, death due to, postmortem findings, A-89 
(Sept.) 

Injuries, legal aspects, A-50 (Nov.) ; symposium on trau- 
ma, 530 

Insecticides, poisoning hazard, 278 

Insemination, artificial, medicolegal aspects, A-40 (Oct.) 

International Association for Bronchial Studies, A-98 
(Sept.) 

Intestines, disease, acute, surgery in infants, 166; dis- 
ease, colitis, ulcerative, nonspecific, 17; examination, 
proctosigmoidoscopy, 123; obstruction, use of long 
tube, 517; parasites, Ascaris lumbricoides, treatment 
with piperazine, A-18 (Aug.) ; parasites, Strongyloides 
stercoralis, A-20 (Sept.) 

Iodine, radioactive, diagnosis of thyroid disease, 669; 
radioactive, in treatment of hyperthyroidism, 7; treat- 
ment of asthma, A-78 (July) 

Iproniazid, effect on nervous system, 302; treatment of 
angina pectoris, A-72 ( Aug.) 

Isoniazid, cycloserine and, in treatment of tuberculosis. 
A-18 (Dec.) ; neuritis due to, 204 

Isotopes, see Radioactive isotopes 


JAW, fractures, A-90 (Nov.); temporomandibular joint 
dysfunction, Costen’s syndrome, A-76 (Aug.) 

Joints, see also Arthritis: disease. intermittent hydrar- 
throsis, 30 


KALA-AZAR, see Leishmaniasis 

Kidney, artificial, in treatment of poisoning, A-42 
(Dec.) ; biopsy, percutaneous, A-68 (July); disease. 
diabetes mellitus and, 54; disease, nephrotic syn- 
drome, A-18 (Oct.); failure, causes of anuria, A-78 
(Dec.) ; inflammation, chronic nephritis, lead poison- 
ing and, A-84 (Oct.) 

Kinesis, articular-ligamentary process considered as one 
unit, A-92 (Sept.) 


LABOR, conduct of, hemorrhage, shock and coagulation 
defects in term pregnancy (editorial), 193; conduct 
of, hypnosis during, A-20 (Dec.); conduct of, induc- 
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tio. with oxytocin, A-20 (Oct.) 
Labo’ tory notes, A-22 (July); A-26 (Aug.); A-28 
(Si 1.) 3 A-28 (Oct.) ; A-26 (Nov.); A-28 (Dec.) 
Labo: .ory studies, purpose of, A-28 (Dec.) 


Laen’.«’s cirrhosis, see Liver 
Lary: ology, future of (editorial), 702 
Lead. poisoning, chronic nephritis and, A-84 (Oct.) 


Leg. ramps, nocturnal, A-20 (Sept.) 

Leis!) aniasis, kala-azar in Brazil, A-80 (Dec.) 

Leuk ‘nia, alkaline phosphatase in white cells, technic 
for determination, A-28 (Sept.); relation to x-ray ex- 
amination during pregnancy, A-84 (Nov.) 

Liver. cirrhosis, portal, treatment, 455; disease, heart- 
failure and, 71; disease, serum transaminase and iron 
in. 18: inflammation, hepatitis due to phenothiazine, 
203: inflammation, infectious hepatitis, A-26 (Aug.) ; 
(editorial), 573 

Lung, disease, see also Asthma; Tuberculosis; disease, 
new disturbances (editorial), 316; fibrosis due to 
hexamethonium, 201; irritation due to toxic gases, 
\-90 (Sept.) 

Lymph nodes, enlargement, differential diagnosis, A-20 
(July) 


MECAMYLAMINE, chorea due to, 202 

Medical education, basic science training in Nether- 
lands, A-82 (Aug.); preparation for career in re- 
search, A-98 (Oct.) ; rewards of teaching career, A-74 
(Dec.) ; specialist training, role of graduate medical 
curriculums (editorial), 314; surgical residencies, re- 
cent changes (editorial) , 444 

Medical ethics, new drugs and, 305 

Medical insurance, statistics in France, A-84 (Dec.) 

Medical practice, specialized, future of (editorial), 195 

Medical Research Council (British), A-90 (Nov.) 

Medical writing, stylistic error, “running start” (edi- 
torial) , 448 

Meniere’s disease, differential diagnosis, 615 

Menstruation, abnormal, see also Hemorrhage; Uterus; 
abnormal, in adolescent, 163; absent, causes, 118; ef- 
fect of hormones on, 654 

Mental development, retarded, in children (note), 454 

Mental disorders, preventive medicine and, 476; chemo- 
therapy, maintenance, 638; treatment with psycho- 
tropic drugs, 296 

Meperidine, combined with aspirin, phenacetin and caf- 
feine, in treatment of urologic pain, 568; side effects, 
239 

Mercury, poisoning, syphilis and, A-76 (Aug.) 

Metabolism, basal, significance, A-18 (Aug.) 

Monoureides, sedative effect, 221 

Morbidity rates, long-time trends in illness (editorial), 
446 

Morphine, effects and side effects, 237 

Mortality, trends and future prospects (editorial), 576 

Movement, articular-ligamentary process considered as 
one unit, A-92 (Sept.) 

Muscle, neuromyal conduction, studies with curariform 
drugs, 257; strength, A-18 (Sept.) 


NATHAN, George Jean, medical humor of, A-110 (Nov.) 

National Health Service, British, tenth anniversary, A-90 
(Oct.) 

Neomycin, treatment of childhood infections, 334 

Nose, inflammation, allergic rhinitis, A-30 (Dec.) 

Novobiocin, treatment of childhood infections, 336 
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OBESITY, control with low calorie diet, 594; incidence 
as revealed by industrial surveys, 648 

Old age, see Geriatrics 

Ovary, function, hormonal control of ovulation, 654: 
function, uterine bleeding and, 393; hormone, luteo- 
tropic, stimulation, A-70 (July); tumor, differential 
diagnosis, A-70 (July) 

Oxygen, injections, intra-arterial, A-88 (Oct.) ; therapy, 
indications and methods of administration, 60 


PAIN, relief, analgesic agents and, 235; relief, A.P.C. 
With Demerol, 568; relief with dextromoramide, A-86 
(Dec.) 

Pancreas, inflammation, diabetes mellitus and, 431; tu- 
mor, islet cell, ulcerogenic, 599 

Paraldehyde, action and toxicity, 218 

Parasitic infection, 24 hour periodicity in appearance of 
microfilariae in blood, 351 

Parkinsonism, associated with nocturnal leg cramps. 
A-20 (Sept.); drug vs. surgical therapy, 681; due to 
phenothiazine, 203; surgical treatment, chemopallidec- 
tomy and chemothalamectomy, 153 

Pediatrics, adoption, current problems, 522; allergy in 
children, A-87 (Nov.); allergy, value of hypoaller- 
genic formula in infant feeding, A-20 (Dec.); anes- 
thesia in, 294; antibiotic treatment of childhood infec- 
tions, 325; chickenpox in tuberculous children, A-88 
(Nov.) ; colic in infants, 627; deformities, congenital, 
possible role of drugs in, 205; diabetes mellitus, 
growth and, A-94 (Oct.) ; eye disease, early diagnosis, 
101; fever profiles in infancy and childhood, 104; her- 
nia, hiatal, in newborn, A-74 (Aug.) ; hernia, inguinal, 
in infancy, A-92 (Sept.); mentally retarded children 
(note), 454; nephrotic syndrome, A-18 (Oct.) ; roent- 
gen diagnosis of rickets, scurvy and syphilis, A-55 
(Dec.); surgery of acute abdominal disease in in- 
fants, 166; tooth decay, prevention with fluorides, A-20 
(Dec.) 


Penicillin, sensitivity, poliomyelitis vaccine and, A-24 


(Oct.) 

Penis, surgery, meatotomy in infant, A-20 (Sept.) 

Penite, new drug combination for treatment of angina 
pectoris. 189 

Peptic ulcer, due to Rauwolfia, 202; hemorrhage from, 
A-88 (Nov.); islet cell pancreatic tumor and, 599; 
roentgen examination, A-57 (Sept.); roentgen find- 
ings in duodenal ulcer, A-59 (Oct.) 

Pericarditis, constrictive, surgery, 132 

Periodicity analysis, 24 hour scale in experimental medi- 
cine, 349 

Personality, clinical vs. psychometric evaluation, 400 

Phenothiazine, parkinsonism and hepatitis due to, 203 

Pheochromocytoma, diagnosis and treatment with ad- 
renergic blocking agents, 253 

Physical examination, periodic, compulsory, French 
statistics derived from, A-92 (Oct.) 

Physicians, professional relations, legal aspects, A-56 
(Nov.) ; shortage, in Brazil, A-77 (July) 

Piperazine hexahydrate, treatment of Ascaris lumbricoi- 
des infestation, A-18 (Aug.) 

Piperidine diones, hypnotic effect, 220 

Pituitary, destruction with yttrium implant in treat- 
ment of cancer, 497; physiology, clinical, 407; rela- 
tion to adrenocortical function, 674 

Plastic surgery, see also Injuries; hypnosis in, A-80 
(July) 
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Pleurodynia, epidemic, Bornholm disease, A-85 (Oct.) 

Poisoning, arsenic, fatal, 691; gas, in industry, A-90 
‘(Sept.); hazards of insecticides, rodenticides and 
herbicides, 278; lead, and chronic nephritis, A-84 
(Oct.) ; mercury, syphilis and, A-76 (Aug.) ; toxicity 
of local anesthetics, 95; treatment, 271, A-40 (Dec.) 

Poliomyelitis, vaccine, sensitivity to penicillin content, 
A-24 (Oct.) 

Polymyxin, treatment of childhood infections, 330 

Prausnitz-Kiitzner test, A-87 ( Nov.) 

Prednisolone, treatment of arthritis, A-82 (Dec.) 

Pregnancy, complications, adrenogenital syndrome, A-87 
(Nov.); complications, coagulation defects (editori- 
al), 193; complications, nausea and vomiting (edi- 
torial), 699; complications, rubella, A-18 (Nov.); 
complications, toxemia, 127; emotional aspects of pre- 
natal care, 633; false, 120; false, experimental, in- 
duced by Miltown with Pathilon, A-70 (July); fetal 
hazards of x-ray examination, A-84 (Nov.); interrup- 
tion, see Abortion; prevention, effectiveness of hor- 
mones in, 657 

Preventive medicine, need for practice of, 475 

Proctescopy, see Intestines, examination 

Prostate, cancer, treatment, pituitary destruction with 
yttrium implant, 497 

Protein, in urine, tests for, A-22 (July) 

Psychiatry and environment (editorial) , 575 

Psychoanalyst’s couch, A-108 (Nov.) 

Psychosomatic medicine, colic in infants, 627; coronary 
occlusion, emotional factors, 3; emotional aspects of 
prenatal care, 633; personality, clinical vs. psycho- 
metric evaluation, 407; thyroid disease, emotional fac- 
tors in etiology, 7 

Psychotropic drugs, action on nervous system, 296 

Public health, report from Spain, A-96 (Nov.) 


RADIATION, see also Radioactive isotopes; Radium; 
Roentgen rays; hazards in diagnostic use of radio- 
active isotopes, 452 

Radioactive isotopes, see also Iodine; diagnostic use, 
449, 669; treatment of pelvic cancer in women, 557; 
yttrium 90 for pituitary destruction in treatment of 
cancer, 497 

Radiology for practicing physicians, A-59 (July) ; A-57 
(Aug.); A-57 (Sept.); A-59 (Oct.); A-67 (Nov.); 
A-55 (Dec.) 

Radiology, see Roentgen rays 

Radium, emanation, radon seed therapy of cervical can- 
cer, A-18 (July) ; treatment of cervical cancer, 341 

Rauwolfia, side effects, peptic ulcer, depression, 202; 
treatment of high blood pressure, 247 

Rehabilitation, functional status of elderly patients, 92; 
industrial physician and, 88; legal aspects, A-54 
(Nov.) 

Research, automation in (editorial), 445; choice of 
human subjects, ethical problems in, 305 

Reserpine, effect on nervous system, 298 

Retirement, old age and (editorial) , 447 

Ribs, calcification of costal cartilages, A-20 (Aug.) 

Rice, see Diet 

Rickets, roentgen diagnosis, A-55 (Dec.) 

Ristocetin, treatment of childhood infections, 336 

Rodenticides, poisoning hazard, 278 

Roentgen rays, equipment, responsibilities of owner and 
user, A-36 (Aug.); examination, accessory bones of 
foot and ankle, A-67 (Nov.); examination, anatomic 
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technic, A-98 (Sept.); examination, cerebral func. 
tional angiography, A-76 (Aug.); examination, diag. 
nosis of malignant bone tumors, A-57 (Aug.); exami- 
nation, diagnosis of nonosteogenic fibroma, A-59 
(July) ; examination, diagnosis of tuberculosis, 179; 
examination, discography of spine, 585; examination, 
duodenal ulcer, A-59 (Oct.); examination, gastric 
ulcer, A-57 (Sept.); hazards of fluoroscopy in shoe 
stores, A-86 (Sept.); hazards to fetus, A-84 (Nov.); 
treatment of cervical cancer, 341 
Rubella, complicating pregnancy. A-18 ( Nov.) 


SAO PAULO Medical Association, A-77 (July) 

Scurvy, roentgen diagnosis, A-55 (Dec.) 

Sedatives, action and toxicity, 207 

Serum, see Blood 

Sex, development, anomalous, 43 

Sherlock Holmes as diagnostician, A-74 (Sept.) 

Shock, management in emergency room, 540 

Simmond’s disease, panhypopituitarism, 417 

Skin, disease, treatment of acne vulgaris and seborrheic 
dermatitis with new preparations, 439; disease, treat- 
ment with corticosteroids, 379; disease, treatment with 
hydrocortisone, A-92 (Sept.); reactions due to drugs, 
263 

Skull, fracture, 530 

Social medicine (editorial), 83 

Specialization, future of (editorial), 195; 
(editorial) , 314 

Spine, examination, discography, 586; injury, moving 
patient, A-20 (Nov.) 

Squint, see Eye 

Staphylococcus, infection, in obstetric ward, A-77 (July) ; 
infection, prevention of spread, A-20 (July); resisi- 
ance to antibiotics, 338 

Sterility, in young woman, A-18 (Sept.); male, A-24 
(Oct.) 

Steroid therapy, see ACTH and cortisone 

Stomach, cancer, roentgen examination, A-57 (Sept.) ; 
contents, analysis, tubeless, A-94 (Sept.); excision, 
care of patients after, A-94 (Nov.); excision, indica- 
tions for total gastrectomy, A-90 (Sept.); resection, 
results of Polya method, A-77 (July); ulcer, see Pep- 
tic ulcer 

Stress tests, in diagnosis of coronary disease, 419 

Strongyloides stercoralis, A-20 (Sept.) 

Suicide, attempted, legal aspects, A-94 (Sept.); in pa- 
tients treated with Rauwolfia, 202 

Surgery, see also Plastic surgery; training, recent 
changes in residency programs (editorial) , 444 

Syphilis, congenital, roentgen diagnosis, A-55 (Dec.) ; 
mercury poisoning and, A-76 (Aug.) :; premarital blood 
tests for (editorial), 196; test, treponemal immobiliza- 


tion, A-22 (Oct.) 


TEETH, caries, prevention with fluoride, A-20 (Dec.) ; 
occlusion, defective, and temporomandibular joint 
dysfunction, A-76 ( Aug.) 

Temperature, elevated, fever profiles in infancy and 
childhood, 104 

Testes, bilateral fixation after herniorrhaphy, A-20 
(Sept.) ; development, hypogonadism, treatment with 
hormones (note), 556; physiology and_ pathologic 
physiology, 550 

Tetanus, immunization, 542 

Thorax, calcification of costal cartilages, A-20 (Aug.); 
injuries, crushing, 534 
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Thr h the stethoscope, A-70 (Sept.); A-98 (Oct.) ; 


8 (Nov.); A-74 (Dec.) 


Th: d. disease, diagnosis with radioactive iodine, 669; 


gd ase, significance of basal metabolism test, A-18 
( «.): disease, therapy of hyperthyroidism, 7; 
I iology, 170 


To. logy, see also Poisoning; new developments, A-40 


ce.) practice of, 271 


Tra uilizers, see also Phenothiazine; Rauwolfia: Reser- 


j : as adjunct to anesthesia, 293; hazards, 200; 
i utenance chemotherapy for mental patients, 638; 
tr ‘upromazine, control study, 687 


see Injuries 


Tri. omonas vaginitis, A-18 (July) 


Tri! upromazine, new tranquilizer, control study, 687 
Tul reculosis, childhood, effect of chickenpox on, A-88 


(\ovy.); diagnosis, x-ray vs. tuberculin testing, 179; 
diagnosis, tuberculin testing (editorial), 701; genital, 
in women, A-86 (Oct.); treatment with cycloserine 
and isoniazid, A-18 (Dec.); treatment with dihydro- 
streptomycin, A-22 (Oct.); trends in management, 
\-84 (Nov.) 


URINARY tract. pain, relief with A.P.C. With Demerol, 
568: surgery for stress incontinence in female, 661 


Urine. see also Diuretics; absence of, causes, A-78 
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(Dec.) ; blood in, investigation, A-29 (Nov.); exces- 
sive, possible diabetes insipidus, A-22 (Sept.) ; incon- 
tinence, stress, in female, 661; protein in, tests for, 
A-22 (July) 

Uterus, cancer, cervical, detection, early (editorial) , 82; 
cancer, cervical, nonoperative treatment, 341; cancer, 
cervical, treatment with radon seeds, A-18 (July) ; 
cancer, treatment with radioisotopes, 557; erosion, 
cervical, A-87 (Nov.); disease, benign, of fundus, 
464; endometriosis, conservative treatment, 505; hem- 
orrhage, dysfunctional, 393 


VAGINA, inflammation, Trichomonas vaginitis, A-18 
(July) 

Veins, thrombosis, deep, single disease, 319 

Vertigo, evaluation, 615 

Vision, see Eye 

Vitamins, A, intoxication, A-20 (Nov.) 


WEIGHT, control, low and high calorie diets, 594 
Wuchereria bancrofti, 24 hour periodicity in appearance 
of microfilariae in blood, 351 


X-RAYS, see Roentgen rays 


YTTRIUM 90 implant for pituitary destruction, 497 
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Autual of Omaha 

rings You 

{USTOM-BUILT 

isability Coverage 

“hrough Your Own Local 
Medical Association Group Plan 


‘here is no better service your local or 
state Medical Association can provide 
tor you than to make available one of 
Mutual of Omaha's specially designed 
income protection plans. When total 
disability strikes, your Association Group 
Plan provides income... cash to help 
replace lost earning power. Plans may 
be obtained that pay benefits up to a 
LIFETIME for accidents... TEN YEARS 
for sickness. 


Hundreds of business and professional 
organizations now have Mutual of Oma- 
ha group plans in force. The cost to 
members is extremely low, but the bene- 
fits provided are realistic for the profes- 
sional person's economic requirements. 
Coverages are up to date, and are in- 
dividually tailored to fit the needs of each 
association. Write for details on how 
your own Society or Association can 
make it possible for its members to ob- 
tain a Federal Income Tax-free income 
at a time when they need it most... 
during total disability. 


Mail Coupon Today . . . No Obligation 


Largest Company in the World Specializing 
in Health and Accident Insurance 


V. J. Skutt, President 


December 1958 


Special underwriting consideration for 


Specially trained representatives 
experienced in ministering to the 
insurance needs of professional 
groups. 


Prompt personalized service . . . 
Service offices in almost every major 
city throughout the U. S., Canada, 
Alaska, Hawaiian Islands, portions of 
the West Indies and the Canal Zone. 


Important 

Features 

Long term benefits—payable up to a 

LIFETIME for accidents .. . TEN 

YEARS for sickness, depending upon 

the plan selected. 

impaired risks. Liberal policy 

provisions . . . House confinement is 

never required in order to collect 
benefits. 


Mutual of Omaha, Farnam at 33rd Street 

Association Group Department 

Omaha 1, Nebraska 

Please send details of Mutual of Omaha's Disability Program 
for Doctors to the Executive Secretary of our Association. 
His name is: 


Mr. 


(Name of Society) 
(Street) 


(City) —— (State) 


My name and address 
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CARNALAC 


PURPOSE: Infant formula. 
COMPOSITION: Each ounce contains 20 calories 
of CARNATION® evaporated milk. maltose-dextrin 
syrup and vitamin D. 

DOSAGE AND ADMINISTRATION: Dilute with an 
equal amount of water. 

PRODUCER: Carnation Company. Los Angeles. 


© HYPO-HYFRENEEDLE ADAPTER SET 


DESCRIPTION: Assuring a sharp, clean electrode 
at all times, this adapter may be used with the 
Birtcher Hyfrecator and with any electrosurgical 
handle which accommodates a 3/32 in. shaft elec- 
trode. Any hypodermic needle may be fitted over 
the special spring fitting of the adapter, which is 
then inserted into the electrode handle. The 
needle is bent with forceps for any desired tech- 
nic. The set includes two adapters, 1 and 3 in. 
long. and two hypodermic needles. 

PRODUCER: The Birtcher Corp.. Los Angeles. 
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Injormation published in this department 
is supplied by the manufacturers of the 
products described. 


® ANATOMIC EYE MODEL 


DESCRIPTION: Of natural size and color, this 
model shows over 28 muscles. nerves, veins and 
other anatomic parts. It is easily assembled. 

propuUCER: Mager & Gougelman, Chicago. 


@ DEXTRAN 12% SOLUTION 
(New Dosage Form) 


PURPOSE: To relieve nephrotic edema. 
COMPOSITION: Dextran in salt-free and pyrogen- 
free sterile solution. 
cauTION: Mild urticaria or rapidly progressive 
systemic reactions may develop. Patients with 
heart disease or impaired kidney function should 
be watched for early signs of pulmonary edema 
or congestive heart-failure. 
DOSAGE AND ADMINISTRATION: 300 to 400 ml. per 
square meter of body surface or 10 to 15 ml. per 
kilogram of body weight daily for three to five 
consecutive days, infused at a rate of 2 to 4 ml. 
per minute. Dosage should be adjusted daily ac- 
cording to patient’s weight and response. 
HOW SUPPLIED: Boxes of six 250 cc. ABBO-LITER® 
containers. 
propucer: Abbott Laboratories. North Chicago. 
(Continued on page A-116) 
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Each CoRICIDIN ForTE Capsule provides 
CHLOR-TRIMETON® Maleate 
(chlorprophenpyridamine maleate) .............. 4 mg. 
Ascorbic acid « 50 mg 
Methamphetamine hydrochloride ...... hs ap 1.25 mg 
Dosage—1 capsule q. 4-6. 


Supplied — Bottles of 100 and 1000. 
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® GAS CONNECTOR FOR TRACHEOTOME 


DESCRIPTION: Made of polyethylene plastic, this 
device fits inside the tracheotomy tube and pro- 
vides a connection for rapid induction of oxygen 
or anesthetic gas in emergency and elective tra- 
cheotomy. It is cold-sterilizable and available in 
sizes to fit either the size 6 or 4 Sierra-Shelden 
Tracheotomy tubes. 

propucER: R. A. Hawks Division, Sierra Engi- 
neering Company, Sierra Madre, Calif. 


CYCLOSPASMOL® 


PURPOSE: Peripheral vasodilator and spasmolytic. 
COMPOSITION: Each tablet contains 100 mg. cyc- 
landelate. 

INDICATIONS FOR USE: Angiospastic and occlu- 
sive peripheral arterial diseases, including inter- 
mittent claudication, leg ulcer and Raynaud’s 
disease. 

DOSAGE AND ADMINISTRATION: 1 tablet four times 
a day. Some patients may require larger doses. 
HOW SUPPLIED: Bottles of 100. 

PRODUCER: Ives-Cameron Company, Philadelphia. 


® ANUSOL®-HC SUPPOSITORIES 
(New Dosage Form) 


PURPOSE: To treat inflammatory disorders of the 
rectum. 

COMPOSITION: Each suppository contains Anusol 
and 10 mg. hydrocortisone acetate. 

DOSAGE AND ADMINISTRATION: 1 suppository in 
the morning and at bedtime for three to six days, 
or as directed. When inflammation subsides, 
regular Anusol suppositories may be used to 
complete healing. 

HOW SUPPLIED: Boxes of 12. 

PRODUCER: Warner-Chilcott Laboratories, Morris 
Plains, N. J. 
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© INJECTION HYDELTRASOL® 


PURPOSE: Corticosteroid therapy. 

COMPOSITION: Each cubic centimeter contains 20 
mg. prednisolone 21-phosphate in sterile solution. 
DOSAGE AND ADMINISTRATION: Intramuscularly, 
intravenously or intrasynovially, using a small- 
bore needle. 

HOW SUPPLIED: 2 and 5 ce. vials. 

PRODUCER: Merck Sharp & Dohme, division of 
Merck & Co., Inc.. Philadelphia. 


® NEOBIOTIC TABLETS 


PURPOSE: Preoperative sterilization of large bow- 
el and anus. 

composiTiON: Each tablet contains 500 mg. neo- 
mycin sulfate equivalent to 350 mg. neomycin 
base activity. 

DOSAGE AND ADMINISTRATION: 1 gm. (2 tablets) 
every four hours for a period of 24 to 72 hours 
before surgery. 

HOW SUPPLIED: Bottles of 20 and 100. 
pRoDUCER: Chas. Pfizer & Co., Inc., Brooklyn. 


© DESOXYN® GRADUMET® 
(New Dosage Form) 


PURPOSE: Long-acting central nervous system 
stimulant. 
composition: d-Desoxyephedrine hydrochloride. 
INDICATIONS FOR USE: Obesity, mental depression, 
parkinsonism and narcolepsy with or without 
cataplexy. 
CAUTION: Use with caution in elderly patients 
and those with cardiovascular disease, thyroid 
disturbance, insomnia, hypertension and sensi- 
tivity to sympathomimetic agents. Medication 
should be stopped and barbiturates prescribed 
if side effects occur. 
DOSAGE AND ADMINISTRATION: For obesity, 10 to 
15 mg. one-half to one hour before breakfast 
and, if necessary, 5, 10 or 15 mg. before lunch: 
for depression, narcolepsy or parkinsonism, 15 
mg. in the morning and 10 or 15 mg. two or 
three times daily according to patient’s response. 
Medication should be given during or after meals 
if weight loss is not desired. 
HOW SUPPLIED: 5, 10 or 15 mg. tablets in bottles 
of 50 and 500. 
propUCER: Abbott Laboratories, North Chicago. 
(Continued on page A-118) 
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new antibacterial 
new chemical entity 


new high in 
effectiveness 


new low in side 
reactions 


MADRIBON of 2.4-dimethoxy-6-sulfanilamido-1,3-diazine 
ROCHE — Reg. U. S. Pat. Off. 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc « Nutley 10 « N.J. 


December 1958 A-117 


) : 
A NEW 
BRIGHT 
SPOT IN 
ANTIBACTERIAL 
THERAPY 
a 


© VERTIFLEX POCKET FILE 


DESCRIPTION: Vertically suspended from flexible 
aluminum blades, this filing system consists of 
kraft envelopes that will accommodate up to 24 
by 30 in. negatives, plates, stencils, etc. Ninety- 
six files require only 1 ft. of wall space. The files 
may be mounted on any wall surface or con- 
tained in a Plan Hold Combo Cabinet (inset). 

PRODUCER: Plan Hold Corp., South Gate, Calif. 


CLINITEST® 
(New Package Form) 


DESCRIPTION: A new feature of this urine sugar 
analysis set is a test tube holder which exposes 
the entire length of the test tube and provides 
the user with a holder during the test reactions. 
Refills of either foil-sealed tablets or bottles of 
36 tablets now may be interchanged. Also in- 
cluded in the set are reagent tablets, test tube, 
dropper and color scale. 

PRODUCER: Ames Company. Inc., Elkhart, Ind. 


® ALTERNATING PRESSURE PAD 


PURPOSE: To prevent and treat decubitus ulcers 
in debilitated patients. 

DESCRIPTION: The unit is a special air mattress 
with two series of air cells, alternately inflated 
and deflated every three minutes by automatic 
mechanical means, thereby constantly shifting 
the pressure points against the patient’s skin. 
Local circulation is encouraged without the trou- 
ble and discomfort of turning the patient fre- 
quently. The unit is guaranteed to be safe, sim- 
ple and foolproof. It is available for standard 
beds. respirators and wheel chairs on a rental, 
purchase or combined rental and purchase plan. 
PRODUCER: Air Mass, Inc., distributed by The 
R. D. Grant Company, Cleveland. 
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© INHALATION THERAPY EQUIPMENT 


DESCRIPTION: Monaghan VENTALUNG™: The large- 
volume, positive-pressure expiratory valve of this 
unit exercises the rib cage and diaphragm and 
thus tends to reduce the patient’s dependence on 
mechanical aids. A nonresistant exhalation valve 
keeps rebreathing space to a minimum. Con- 
venient nebulization and oxygen controls are 
provided. For emergency use, the unit can be 
converted into a manually controlled resuscitator. 
This action can be automatically cycled by the 
Auto-cycler, an optional accessory. 

Eliot tents: Made of durable plastic, these tents 
are ice-cooled and may be adapted to any posi- 
tion of the patient. Included in this line are the 
aerosol tent. which supplies aerosol. nebulization 
or oxygen therapy; the smaller croup tent; the 
adult and infant Permatents, which supply 
straight oxygen, using an outside humidity 
source; and adult and infant face tents, which 
are especially suited to aerosol administration 
but can be readily converted to oxygen therapy. 
A replacement sleeve is available for the adult- 
sized Permatent. 

Eliot Neb-(el)-izer: In two models. one of 
which has a T-valve bypass. this aerosol genera- 
tor has a 500 cc. capacity plastic bottle and is 
supplied as a component part of the aerosol and 
croup tents. Optional equipment includes a non- 
tipping stand and a 40 in. corrugated plastic 
tubing. 

Eliot pumps: These portable models include 
the pressure pump, which supplies air as the 
drive medium for the Neb-(el)-izer; the suction 
pump; and the suction and pressure pump. A 
bottle holder and a carrying case are available 
with the pressure pump. 
proDUCER: National Cylinder Gas Division of 
Chemetron Corporation, Chicago. 


©@ PRENATAL SUPPORT 


DESCRIPTION: Designed to provide accurately 
controlled support in the pelvic area, this gar- 
ment is made of coutil and lightweight elastic. 
By controlled lacing, adjustments can be made 
to prevent constriction of the upper abdominal 
area and provide maximum ease and comfort. 
The garment can be used as a postnatal support. 
PprRoDUCER: The Akron Truss Company, Ine.. 
Cuyahoga Falls, Ohio. 
(Continued on page A-120) 
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MADRIBONT:™ 
— brand of 
?.4-dimethoxy- 
6-suifanilamido- 
1,3-diazine 
HE— Reg. 
>». Pat. Off. 


December 1958 


realistic therapy 
in pneumonia 


A 13-year-old girl 
with ; enicillin-resistant 
pneumonia received an 
initial dose of 1250 mg 
Madribon, followed by 
625 mg daily. On the 
third day of Madribon 
treatment, the temperature 
returned to normal. X-rays 
showed marked improvement 
in the lung fields. She was 
discharged eight days later. 


Madribon, a completely new antibacte- 
rial, shows wide-spectrum activity 
against many common gram-positive and 
gram-negative pathogens, including 
staphylococci, streptococci, pneumo- 
cocci, E. coli, klebsiella and listeria. 


Low dose, 24-hour action. “The use of 
Madribon was very simple...."3 A single, 
low dose of Madribon produces »eak 
blood concentrations within 4 |} 


ROCHE LABORATORIES Div: 


maintains them at near-constant level 
for the next 24 hours.?/4 

Safer. The incidence of side effects with 
Madribon is less than 3% in more than 
5000 cases. Those reported were relatively 
mild—dizziness, nausea and vomiting. 
Because Madribon is excreted primarily 
as a highly soluble glucuronide, there is 
little likelihood of crystalluria or kidney 
damage. 


ioffmann-La Roche Inc Nutley 10 
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HYDROJETTE” 


DESCRIPTION: Designed for bedside or chairside 
inhalation therapy or suction, this open-air hu- 
midifier-aspirator eliminates the need for tents, 
canopies and specially equipped rooms, although 
it may be used inside a canopy when oxygen 
therapy is required. It is powered by a dia- 
phragm-type pump which provides oil-free, fil- 
tered, adjustable compressed air or suction up 
to 23 in. of mercury. The unit is mobile. occu- 
pies only 2.2 sq. ft. of floor space, and features a 
delivery head which can be adjusted by the pa- 
tient as well as the nurse. It will prevent de- 
hydration of the upper respiratory tract during 
administration of oxygen with catheter, after 
an anesthesia, a tracheotomy or tonsillectomy. 
and in croup, asthmatic dyspnea, bronchitis and 
laryngotracheobronchoscopy. 

pRopUCER: Air-Shields, Inc.. Hatboro, Pa. 


CYLINDER CART 


DESCRIPTION: This carrier unit has no handle or 
long vertical parts and can be stored in a space 
as small as 18 by 24 by 24 in. It consists of two 
semipneumatic tires and two 360 degree swivel 
casters mounted on a welded base plate formed 
to fit around the lower part of the cylinder body. 
Since the center of gravity is directly between 
the wheels, it is almost impossible to upset the 
unit. The carrier is moved or turned by gentle 
pressure on the upper part of the cylinder itself. 
To place a cylinder on the cart or to remove it. 
the attendant raises the rear casters until the 
base plate is at floor level. __ 

PRODUCER: National Cylinder Gas Division of 
Chemetron Corporation, Chicago. 


A-120 


New for Your Armamentarium 


© AMINET® SUPPOSITORIES 
(New Dosage Form) 


PURPOSE: Antasthmatic. 

DESCRIPTION: Aminet suppositories are now 
available in quarter-strength doses for children 
weighing from 40 to 80 lb. Each suppository 
contains 0.125 gm. aminophylline. 0.025 gm. 
pentobarbital sodium, and 0.015 gm. ethy| 
aminebenzoate. All three sizes of the product 
are foil-wrapped so that the ingredients remain 
in a formed pocket until ready for use. 
PRODUCER: Ames Company, Inc., Elkhart. Ind. 


DELTASMYL 


PURPOSE: To control bronchial asthma. 
COMPOSITION: Each tablet contains: 


Prednisone .... . 1.5 mg. 
Theophylline... 120 mg. 
Ephedrine hydrochloride 15 mg. 
8 mg. 


DOSAGE AND ADMINISTRATION: | tablet every four 
hours. 

HOW SUPPLIED: Bottles of 50. 

PRODUCER: Roussel Corporation, New York. 


DESCRIPTION: Following a recommendation of 
the American Heart Association, this electro- 
cardiograph permits recording at either the 
standard speed of 25 mm. per second or at a 
speed of 50 mm. per second to resolve diagnos- 
tic details of rapid electrocardiographic deflec- 
tion. Weighing only 221% lb., the unit is readily 
portable, and special connections are provided 
for its use as a recording instrument for other 
diagnostic equipment. 

PRODUCER: Burdick Corporation, Milton, Wis. 

(Continued on page A-122) 
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MADRIBON 
— brand of 
2,4-dimethoxy- 
6-sulfanilamido- 
1,3-diazine 


ROCHE —Reg. 
U.S. Pat. Off. 


December 1958 


realistic therapy 
in otitis media 


The new antibacterial 
Madribon has achieved 
therapeutic success in 
65 of 72 patients with otitis 
media.! Madribon proves 
highly effective against 
many gram-positive and 
gram-negative pathogens, 
including staphylococci, 
streptococci, pneumococci, 
E. coli, klebsiella and listeria. 


Low dose, 24-hour action. 

“The use of Madribon was 

very simple....”* A single, low dose 
of Madribon produces peak blood 
concentrations within 4 hours, 
maintains them at near-constant 
level for the next 24 hours.?4 


adribon 


Safer. The incidence of side effects with 
Madribon is less than 3% in more than 5000 
cases. Those reported were relatively mild— 
dizziness, nausea and vomiting. Because 
Madribon is excreted primarily as a highly 
soluble glucuronide, there is little likelihood 
of crystalluria or kidney damage. 


ROCHE LABORATORIES «© Division of Hoffmann-La Roche Inc + Nutley 10 « N. 4. 
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© TAPE RECORDER 
(Model 1970) 


DESCRIPTION: This portable, two-speed, high- 
fidelity recorder takes up to a 7 in. reel and re- 
cords and plays by means of a single-knob func- 
tion control. Dual speeds of 334 and 71% in. per 
second with dual track recording allow up to 
four hours’ playing time at 334 in. per second. 
A woofer and tweeter system assures full-range 
reproduction, and a 5 W power output provides 
low-level listening. Incorporated into this model 
are a fast-wind and fast-rewind switch that locks 
in position automatically during rewinding, an 
output jack for external speakers, an input jack 
for direct recording, a recording interlock sys- 
tem to prevent accidental erasure of recorded 
tape, a recording-level indicator, and a tape 
guidepost. The unit weighs 1914 lb., and the 
over-all size is 15 by 8 by 115% in. Packaged in 
a two-tone leatherette-covered plywood case, the 
recorder is equipped with one hour of tape on a 
7 in. reel, a 7 in. take-up reel, and a full-frequen- 
cy crystal microphone. 

PRODUCER: Telectrosonic Corp., Long Island 
City, N.Y. 


V-CILLIN K® SULFA 


PURPOSE: Wide-range antibiotic therapy. 
COMPOSITION: Each tablet contains: 


V-CillinK ....... 125 mg 

............. 0.167 gm. 
SULFAMETHAZINE® ......... _ 0.167 gm. 


INDICATIONS FOR USE: Mixed infections of the 
respiratory, gastrointestinal and urinary tracts. 
DOSAGE AND ADMINISTRATION: For adults and old- 
er children, 1 or 2 tablets four times daily. 

HOW SUPPLIED: Packages of 50. 

pRobucER: Eli Lilly and Company, Indianapolis. 
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NEOTHALIDINE® 


PURPOSE: Preoperative sterilization of bowel. 
COMPOSITION: 120 cc. contains 12 gm. SULFa. 
THALIDINE® and 8 gm. neomycin sulfate in granu- 
lar form; to be reconstituted with 90 cc. water. 
DOSAGE AND ADMINISTRATION: For adults, 1 table- 
spoonful (15 cc.) of suspension every four to six 
hours for 24 hours. 

HOW SUPPLIED: 120 cc. bottles. 

PRODUCER: Merck Sharp & Dohme, division of 
Merck & Co., Inc., Philadelphia. 


® NOVO-BASIC® TABLETS 


PURPOSE: Nutritional supplement. 
COMPOSITION: High-potency vitamin B complex 
and vitamin C. 

INDICATIONS FOR USE: Convalescence and mild 
disease or injury. 

DOSAGE AND ADMINISTRATION: 1 or more tablets 
daily. 

HOW SUPPLIED: Bottles of 60 and 180. 
PRODUCER: E. R. Squibb & Sons, division of Olin 
Mathieson Chemical Corporation, New York. 


@ LUMBOSACRAL SUPPORT 
(Model 886) 


DESCRIPTION: One of a complete line of ortho- 
pedic back supports which has been redesigned 
to provide pinpoint selective-pressure control, 
this model now features a closed support made 
of surgical-weight coutil. It has a snap front with 
extra hook-and-eye fastening and specially de- 
signed side laces to control pressure. The front 
measurement is 7 in., back 12 in.; the support is 
stocked in sizes 30 to 44. The line also includes 
a 15 in. lumbosacral support, a 9 in. sacro-iliac 
support and a 20 in. dorsolumbar support. 
PRODUCER: The Akron Truss Company, Inc., 
Cuyahoga Falls, Ohio. 


POSTCRADUATE MEDICINE 


| 


d 


is 


ver: 


Pyridium assures prompt and continuous analgesia within 30 minutes—well 
before corrective measures can remove the cause. Prognosis improves with 
normal! voiding, and the infective risk of stagnant urine is removed. Alone, 


or with the urinary antibacterial of your PYRIDIUM 
choice, Pyridium provides rapid relief. 


(brand of phenylazo-diamino-pyridine 
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THE MEDICAL 


PHYSICAL EXAMINATION OF 
THE SURGICAL PATIENT 


By J. Englebert Dunphy, M.D., Professor of Sur- 
gery, and Thomas W. Botsford, M.D., Clinical 
Associate in Surgery, Harvard Medical School, 
Boston. Ed. 2. 375 pages with 203 illustrations. 
1958, W. B. Saunders Company, Philadelphia and 
London. $8.00. 


The authors of this text believe that there is an 
undesirable tendency in diagnosis toward rele- 
gating the physical examination to a secondary 
position and ordering laboratory tests and x-rays 
without looking for physical signs. They point 
out that in addition to uncovering useful infor- 
mation, history taking and physical examination 
are the bases for establishing rapport with the 
patient. 

Excluding diseases of the eye, ear, nose, heart 
and lungs, certain aspects of the physical exami- 
nation in conditions requiring surgery have been 
emphasized. Although the greater part of the text 
is similar to that of any standard reference on 
physical examination, several features make this 
work superior. The authors have presented im- 
portant physical findings to be noted in compli- 
cations which commonly follow abdominal and 
thoracic surgery. Special examinations that should 
be performed in cancer detection are well cov- 
ered. Perhaps the most outstanding feature is the 
rather complete discussion on examining the in- 
jured patient. The section on general principles 
of the examination is followed by separate chap- 
ters on injuries of the thoracic wall, heart and 
lungs. abdomen, urinary tract and the spine and 
extremities. 

¥. S. 


ookman 


THE PHYSICIAN AND 
GROUP PRACTICE 


Edited by Edwin P. Jordan, M.D., Executive Di- 
rector, American Association of Medical Clinics, 
Charlottesville, Virginia. 238 pages. 1958, The 
Year Book Publishers, Inc., Chicago. $6.75. 


Dr. Jordan is executive director of the Ameri- 
can Association of Medical Clinics. Under his 
editorship some 35 authors have discussed vari- 
ous phases of group practice, including the 
different forms, how to start a group, prob- 
lems related to the internal structure, methods 
of distributing the income, business manage- 
ment, and the collateral activities of physicians 
in groups. Moreover, a supplement contains 
questions and answers which relate particularly 
to the forms used in forming partnerships or 
associates. 

This is not a book for reading, but rather 
for study and reference. The balance is definite- 
ly favorable to groups, but many of the writers 
call attention to dissatisfactions and disadvan- 
tages which should not be ignored. Again and 
again references appear to the personalities of 
the persons concerned. Obviously, interrelation- 
ships among personnel are so basic to the suc- 
cess of a group that permanent arrangements 
should never be made until there has been a 
tryout period to see how the people get along 
with each other. The number of accessory per- 
sonnel now employed by the groups is consider- 
able, averaging about 2.5 paramedical personnel 
to each doctor. Among paramedical personnel 
women constitute 95 per cent. 

M. F. 
(Continued on page A-148) 
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New Pyridium Tri-Sulfa conveniently ensures this twofold action in acute urogenital infections: 
yridium provides the essential analgesia while the classic triple sulfas supply broad antibac- 
rial action against gram-positive/negative pathogens. Only 1 tablet four times daily provides 

e therapeutic dos- ® 
wot Pyriaum PYRIDIUM TRI-SULFA 
(phenylazo-trisulfapyrimidine) 
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ORTHOPEDIC DISEASES 
Physiology, Pathology, Radiology 


By Ernest Aegerter, M.D., Professor of Patholo- 
gy, and John A. Kirkpatrick, Jr., M.D., Assist- 
ant Professor of Radiology, Temple University 
School of Medicine and Medical Center, Phila- 
delphia. 602 pages with 354 illustrations. 1958, 
W.B. Saunders Company, Philadelphia and Lon- 
don, $12.50. 


Edited by a clinical pathologist and an ortho- 
pedic radiologist, this monograph includes the 
more recent advancements in the detection of 
pathologic processes and radiographic altera- 
tions associated with and resulting from insult 
to the skeletal structures of the body. The work 
is a dynamic approach to an extremely interest- 
ing subject which is fast developing into one of 
the most stimulating fields of medical research. 
Those working in almost all specialties and an- 
cillary subspecialties need to recognize and un- 
derstand these various processes that a few short 
years ago seemed to be totally separate from the 
routine practice of medicine. 

Each subject is presented so that information 
on bone and joint disease is readily available to 
the busy practitioner. It is a guide to details 
which may be of vital interest but not immedi- 
ately available in other books on the subject. 

Profound changes in approach occur as more 
precise technics for investigation of skeletal dis- 
eases are established. The use of histologic chem- 
istry, radioisotopes, the electron microscope and 
various other highly complicated technics now 
results in better definitions of pathologic changes. 
Although this section in the text is not minutely 
detailed, it is sufficiently inclusive and contains 
adequate descriptions and readily understood 
radiographic delineations. Further information 
can be obtained from other texts if comprehen- 
sive knowledge of a specific entity is desirable. 

While this work will not replace others widely 
accepted in the past, it will be welcomed by teach- 
ers of undergraduate students, orthopedic surgi- 
cal residents and practicing physicians. Some 
polemics are evident to one accustomed to read- 
ing presentations of this type, but the various 
aspects of the disease processes are adequately 
explained. The text is well presented, easily read. 
written with an obvious knowledge of the en- 
tities involved, and directed toward an over-all 
understanding of these conditions. 

E. H. O'P. 
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ELECTROCARDIOGRAPHY 


By Michael Bernreiter, M.D., Assistant Clinical 
Professor of Medicine, University of Kansas 
Medical School, Kansas City, Kansas. 134 pages 
with 92 illustrations. 1958, J. B. Lippincott Com- 
pany, Philadelphia and Montreal. $5.00. 


In eight illustrated chapters the author has 
fulfilled his stated intention of presenting an out- 
line of the fundamentals of electrocardiography 
as it is seen in everyday practice. The first chap- 
ter introduces muscle electrophysiology and the 
basic concepts involved in recording the electric 
activity of the heart. Arrhythmias, heart block, 
ventricular hypertrophy, ischemic muscle dam- 
age, electrolyte disturbances and the use of 
digitalis and quinidine are considered in suc- 
cession, along with related electrocardiographic 
manifestations. 

The illustrations are clearly reproduced; they 
demonstrate the subject being discussed, and are 
reproductions of actual electrocardiograms, 
which is a factor of great importance. It is 
pleasing to note that the 12 lead electrocardio- 
gram is accepted without question as the basis 
of electrocardiography. 

The individual topics are considered in short 
explanatory paragraphs. The reader is tempted 
to think of this book as an outline for a lecture 
series in which the topics will be discussed in 
greater detail, or as an introduction to further 
reading; however, no bibliography is offered. 
In the sections on atrial arrhythmias and on 
digitalis intoxication, no mention is made of 
paroxysmal atrial tachycardia with block and 
its relation to serum potassium. The entire sub- 
ject of vectorcardiography and the recently rec- 
ognized subtleties of the electrocardiogram in 
congenital heart disease are not mentioned. These 
constitute serious criticisms of the book. 

The many introductory texts on electrocardi- 
ography vary in depth of coverage and in com- 
plexity. An outline such as this fills a definite 
need. All too often the beginner is frightened 
away by the mass of material confronting him. 
This type of book permits the reader to become 
acquainted with a framework on which to build 
later knowledge. However, this purpose would 
seem better served if the author had encouraged 
further and more extensive study and if the 
title were more indicative of the book’s scope. 

J. A.C. 
(Continued on page A-150) 
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Mandelamine management is especially successful in chronic or resistant uro- 
genital infections. In sharp contrast to antibiotics and sulfonamides, Mandelamine 
may be used without risk of patient sensitization or bacterial resistance. And the 


difference in cost is im- 
portant to most patients. 
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MODERN CLINICAL 
PSYCHIATRY 


By Arthur P. Noyes, M.D., Superintendent, Nor- 
ristown State Hospital, Norristown, Pennsyl- 
vania, and Lawrence C. Kolb, M.D., Professor 
and Executive Officer, Department of Psychiatry, 
Columbia University College of Physicians and 
Surgeons, New York. Ed. 5. 694 pages. 1958, 
W. B. Saunders Company, Philadelphia and Lon- 
don. $8.00. 


Since 1934 Dr. Noyes has written four edi- 
tions of this excellent basic psychiatry book. For 
this fifth edition he has made an extremely wise 
selection in his collaborator whose broad, excel- 
lent training and wealth of experience are re- 
flected in this volume. 

This is perhaps the best basic psychiatry vol- 
ume now available. It is clearly written in logi- 
cal sequence, with succinct descriptions and clear 
expositions of the dynamics involved in the vari- 
ous psychiatric disorders. The debatable material 
regarding the various schools of psychiatry is 
presented in a noncontroversial fashion and the 
best of each school has been highlighted. 

The book is up to date, as can be seen in the 
chapter on pharmacologic therapy, in which 
there is a full discussion of the tranquilizing and 
newer psychiatric drugs. Another new addition 
is a chapter on psychiatry and the law, which is 
a helpful guide for the doctor regarding com- 
mitment to a mental hospital, the making of a 
will, and other forensic problems. Also discussed 
is the new and interesting subject of the phantom 
limb following amputation. 

It is hard to imagine a psychiatry student or 
practitioner without this book, but it also can 
be read to great advantage by all practitioners 
who require some knowledge of psychiatry. 

E. M. L. 


> A DOCTOR SPEAKS HIS MIND 


By Roger I. Lee, M.D., former Professor of Hy- 
giene, Harvard Medical School, Boston. 120 
pages. 1958, Little, Brown & Company, Boston 
and Toronto. $3.00. 


The autobiography by Dr. Lee, entitled “The 
Happy Life of a Doctor,” is now supplemented 
by 19 essays on various aspects of medical life 
which indicate that his life has not been alto- 
gether happy. He is annoyed with doctors who 
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try to see 20 patients in an hour and do not make 
real examinations of their patients. He is dis. 
turbed by too much governmental interference 
in medical practice, and he is especially dis- 
turbed by “light, nourishing diets.” 

This is a book of opinions based on sensible 
observation and intelligent experience. Some of 
his anecdotes merit repetition: 

“An eminent internist was consulted by a 
somewhat elderly lady who had been advised by 
a psychoanalyst that she ought to get married. 
The internist listened to her and told her bluntly 
that she did not need a husband, she needed a 
puppy dog. The patient followed his advice and 
was very happy.” 

“I recall well as a youngster a neighbor who 
had fought through the Civil War without a 
wound. On his return home, he chopped off his 
thumb while getting some kindling. My father. 
always a cynic, maintained that this veteran 
would eventually get a pension on account of 
his thumb. And he did.” 

M. F. 


BACTERIAL AND MYCOTIC 
INFECTIONS OF MAN 


Edited by René J. Dubos, Ph.D., The Rockefeller 
Institute, New York. with 36 contributors. Ed. 3. 
820 pages with 116 illustrations. 1958, J. B. Lip- 
pincott Company, Philadelphia and Montreal. 
$8.50. 


It is obvious that several of the 36 chapters 
in this book are the combined efforts of two or 
more of the contributors. This is not a textbook 
on bacteriology as a science, but a study of host- 
parasite relationships. The theoretical subjects 
are presented with multitudinous references to 
names of men who have contributed to the sub- 
jects touched on by the authors. Unfortunately, 
an author’s name referred to in the text often is 
not included in the list of references at the end 
of the chapters. The explanation given in the 
preface is that frequently the references are to 
be found in either the first or second edition of 
the book. This serious handicap to the reader 
should be rectified in future editions. 

One of the best chapters is on medical mycolo- 
gy. by Norman F. Conant. Here is presented in 
concise form, with many illustrations, a subject 
often baffling to the physician. 

A. S. 


(Continued on page A-152) 
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and its fat-protein 
calorie ratio 


E. every calorie of fat provided by the average American 
dietary only 0.3 calorie of protein is provided. The quality 
of this protein ranges from poor to excellent. 

On the other hand, cooked meat as usually eaten supplies 
from three to five times this number of protein calories in 
relation to the calories derived from its fat. The protein of 


meat is invariably of high biologic quality. 
Calories Calories 


from from 

Fat Protein 
in the average American dietary 1 0.3 
in beef rump roast 1 1.27 
in beef flank steak 1 1.42 
in lamb leg roast 1 1.55 
in pork loin chop (lean portion only) 1 1.36 
in cured ham . 1 1.04 
in veal cutlet (lean portion only) 1 1.40 


The high protein yield of meat exceeds that from any other 
main dish food in man’s diet. The amino acid composition of 
meat protein closely approaches the quantitative proportions 
needed for effective biosynthesis of human tissue. 
Meat—the chief source of top-quality protein, B vitamins, 
and minerals in the American diet—is also an excellent 
vehicle for nutritionally valuable fat, the amount of which is 
readily controlled by trimming and by selection of cuts. 


*Leverton, R.: The Fat, Protein, and Calorie Value of Cooked Meats. 
Proc. 9th Research Conf. sponsored by the Council on Research of the 
American Meat Institute, University of Chicago, March 1957. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


December 1958 


American Meat Institute 
Main Office, Chicago...Members Throughout the United States 
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& AUSCULTATION OF THE HEART 


By Abe Ravin, M.D., Associate Clinical Projes- 
sor of Medicine, University of Colorado School 
of Medicine, Denver. 166 pages with 45 illustra- 
tions. 1958, The Year Book Publishers, Inc.. 
Chicago. $6.00. 


In view of the recent increased interest in 
phonocardiography as an aid to cardiac diag- 
nosis, this manual appears at an opportune time. 
The emphasis throughout is on clinical ausculta- 
tion of the heart: however, the text is liberally 
illustrated with photographs or diagrammatic 
representations of 45 actual phonocardiographic 
recordings. Normal and split heart sounds are 
considered in detail. All of the common and 
most of the uncommon abnormal heart sounds 
and murmurs are described. 

The basic physical principles of sound and 
the transmission of heart sounds and murmurs 
through the chest wall and the stethoscope are 
considered in adequate detail. The factors modi- 
fying these sounds, including thickness of chest 
wall, the degree of pressure exerted by the stetho- 
scope bell or diaphragm. and the position of the 
patient. are fully discussed. Emphasis naturally 
is placed on the correct timing of sounds, the 
timing. duration and transmission of murmurs. 
and the possibility of focusing attention on 
specific phases of the cardiac cycle to the ex- 
clusion of others. 

D.C. 


& ELECTROCARDIOGRAM CLINICS 


By Joseph E. F. Riseman, M.D., Assistant Clini- 
cal Professor of Medicine, and Elliot L. Sagall. 
M.D., Instructor in Medicine, Harvard Medical 
School, Boston. 259 pages, illustrated. 1958. The 
Macmillan Company, New York. $10.50. 


This unusual atlas-type book is directed to- 
ward general practitioners and internists who are 
not expert in electrocardiography but who have 
a reasonable basic knowledge of this field. The 
text deals primarily with problems of coronary 
heart disease, including angina pectoris and acute 
myocardial infarction. A section also is devoted 
to use of the electrocardiogram in diagnosing 
pulmonary embolism. 

The hook is organized in the form of clinics 
which consist of a history of the patient's dif_i- 
culty and a discussion of the important points. 


In addition, the electrocardiogram and, when 
applicable, serial electrocardiograms are present- 
ed. These are discussed at length, and questions 
asked by physicians supposedly present are an- 
swered. The manner of presentation is excellent, 
and the consideration of the mechanisms of cer- 
tain electrocardiographic abnormalities is_re- 
markably clear and concise. 

This atlas should be of great help to physicians 
who are interested in electrocardiography but 
who have not had sufficient experience to feel 
secure in interpreting certain electrocardiograph- 
ic abnormalities. 

R. 0. B. 


RECENT TRENDS IN 
CHRONIC BRONCHITIS 


Edited by Neville C. Oswald, M.D., Physician, 
St. Bartholomew's and Brompton Hospitals, Lon- 
don. 199 pages with 74 illustrations. 1958, Lloyd- 
Luke (Medical Books) Ltd., London. Distributed 
by Oxford University Press, New York. $7.50. 


The incidence of chronic bronchitis probably 
is greater in England than in any other country 
of the world. In this compact volume, the editor 
and seven cocontributors have set forth the sum- 
mation of results of numerous studies on this 
otherwise poorly defined and hazily understood 
malady. 

Numerous disciplines, including clinical medi- 
cine, statistics. pathology, roentgenology and 
physiology. are represented. Some duplication of 
material appears, as is true in all books written 
by several authors. Discussions of possible re- 
lation to atmospheric conditions, of the chemi- 
cal studies of smog. and of pathologic studies 
directed at explaining altered function are par- 
ticularly worthwhile reading. The numerous but 
possibly too detailed classifications of symptoms, 
character of sputum, and other factors related to 
bronchitis exemplify the extreme efforts being 
carried out in Great Britain to gain better under- 
standing of this immense problem. 

The authors justifiably criticize the lack of 
differentiation between asthma and bronchitis. 
especially by physicians in the United States. 
However, the material in this book does not 
clearly attempt to distinguish chronic bronchitis 
from emphysema. 

R. D. M. 
(Continued on page A-154) 
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The Medical Bookman 


> REHABILITATION OF THE 
CARDIOVASCULAR PATIENT 


By Paul Dudley White, M.D., Massachusetts 
General Hospital, Boston, Howard A. Rusk, M.D., 
Director, Institute of Physical Medicine and Re- 
habilitation, New York University-Bellevue Med- 
ical Center, New York, Philip R. Lee, M.D., De- 
partment of Internal Medicine, Palo Alito Clinic, 
Palo Alto, California, and Bryan Williams, M.D.., 
Clinical Instructor in Medicine, University of 
Texas Southwestern Medical School, Dallas. 176 
pages with 31 illustrations. 1958, The Blakiston 
Division, McGraw-Hill Book Company, Inc., New 
York and London. $7.00. 


In contrast to its title, half of this text is de- 
voted to rehabilitation of the patient who has 
cerebral vascular disease. The program for re- 
habilitation of the hemiplegic patient is con- 
sidered in excellent detail, with a discussion of 
prognostic signs suggestive of favorable and un- 
favorable response to the program. The authors 
consider that the specific type of physical ther- 
apy employed may influence the rate of recovery 
but probably does not markedly influence the 
degree of recovery. They also believe that the 
final results of rehabilitation are influenced more 
by the patient’s motivation and by social factors 
than by the degree of physical handicap present. 
They conclude that a dynamic program can 
change radically the hopeless attitude which has 
existed so long regarding the hemiplegic patient. 

It is apparent that a much more active re- 
habilitation program can be carried out in the 
presence of hemiplegia than in severe cardiac 
disease. In the latter, the extent of rehabilitation 
must depend on the response of the cardiac 
muscle to other factors—rest, digitalis, diuretics. 
the low salt diet, and so on. 

The separate chapters on specific types of 
heart disease add little to what is already prac- 
ticed by the cardiologist. It is admitted that the 
patient’s functional capacity usually can be esti- 
mated adequately by his response to physical 
activity, and that the special tests devised to aid 
the physician in estimating the functional ca- 
pacity of the cardiac patient are seldom neces- 
sary and are often impractical. Studies on the 
rehabilitation of cardiac patients are to be en- 
couraged, but to date they appear to have added 
little to the advice which can be given by the 
competent cardiologist. 


D. C. C. 


ADVANCES IN 
ELECTROCARDIOGRAPHY 


Edited by Charles E. Kossmann, M.D., Associ- 
ate Professor of Medicine, New York University 
College of Medicine, New York. 280 pages, illus- 
trated. 1958, Grune & Stratton, Inc., New York 
and London. $9.75. 


Representing a series of lectures given by vari- 
ous authors at different times since World War 
II, this excellent book is devoted to the funda- 
mentals of electrocardiography. The unusual in- 
terest in this field evinced by internists and car- 
diologists led to the publication of these lectures. 

The book is divided into five main parts: (1) 
source of potential and bio-electrics of the myo- 
cardial cell; (2) conducting medium, electric 
field of the heart, and leads, including status of 
leads other than the standard ones: (3) spread 
of excitation and of normal and abnormal re- 
covery, including myocardial injury, the electro- 
cardiographic interpretation in congenital heart 
disease, and the present status of electrocardio- 
grams in myocardial hypertrophy; (4) rhythms, 
including the action of antiarrhythmic agents; 
and (5) a brief summary and conclusions. 

It is readily apparent from these chapter titles 
that the book is devoted primarily to fundamen- 
tals rather than to clinical data. This fact will 
make for difficult reading for the clinician who 
has forgotten his knowledge of ionic exchanges 
across biologic membranes, action potentials. 
and other physiochemical phenomena of the myo- 
cardial cell. It is the attempt to place electrocar- 
diography on a firm scientific footing that makes 
this a most desirable reference for every cardi- 
ologist and internist who wishes to be more than 
a pattern electrocardiographer. The authors in- 
dicate, however, that many concepts of intraven- 
tricular conduction are still theoretical and un- 
proved. Despite this, the varied experimental 
data and conflicting views are adequately re- 
viewed, and the author suggests what seems the 
most reasonable concept. 

In this reviewer’s opinion, the most significant 
contribution is that on intraventricular conduc- 
tion, by J. Marion Bryant. Particularly note- 
worthy are the proposed sequential classification 
and the observation that the majority of so-called 
defects in intraventricular conduction are found 
in electrocardiograms of healthy young people. 

R. O. B. 
(Continued on page A-156) 
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The Medical Bookman 


> ATRIAL ARRHYTHMIAS, 
‘DIGITALIS AND POTASSIUM 


By Bernard Lown, M.D., Research Associate in 
Medicine, Department of Nutrition, Harvard 
School of Public Health, and Harold D. Levine, 
M.D., Senior Associate in Medicine, Peter Bent 
Brigham Hospital, Boston. 222 pages with 53 
illustrations. 1958, Landsberger Medical Books, 
Inc., New York. $6.90. 


This book is the second effort by Drs. Lown 
and Levine to make the medical world conscious 
of the relation of paroxysmal atrial tachycardia 
with block to digitalis overdosage and potassium 
depletion. These efforts have done much to bring 
about recognition of this arrhythmia as a fre- 
quent manifestation of digitalis toxicity. The 
book traces the history of the problem and offers 
a wealth of data in proof and illustrations of 
the subject. The authors provide case material 
from their great experience and discuss and 
illustrate differentiation from other arrhythmias. 
Therapeutic measures and experimental evidence 
are given and an extensive bibliography is in- 
cluded. The problems discussed are of everyday 
importance and will be of interest to anyone who 
uses digitalis in practicing medicine. 

At times the subject seems to be divided into 
minute portions and considered from endless 
viewpoints. The title promises a broader subject 
coverage than is actually given; i.e.. the subject 
of paroxysmal atrial tachycardia is covered with 
exhaustive detail, but atrial arrhythmias in gen- 
eral are included primarily as items in differen- 
tial diagnosis. However. this does not detract 
from the book’s basic value. 

J. A. C. 


Books received are acknowledged in this de- 
partment. As space permits, books of principal 
interest to our readers will be reviewed more ex- 
tensively. Additional listings will be found on pages 
614, 637 and 660 of this issue. 


Trifluoperazine ; Clinical and Pharmacological Aspects. 
Twenty-five original reports by 44 contributors. 219 
pages, illustrated. 1958, Lea & Febiger, Philadelphia. 
$3.50. 


Strokes. A guide for the family. Prepared and pub- 
lished by the American Heart Association, New York, 
1958. 18 pages, illustrated. Copies are available from 
local heart associations. 


Negroes and Medicine. By Dietrich C. Reitzes, De- 
partment of Sociology, Indiana University, Bloomington. 
400 pages. 1958, Harvard University Press, Cambridge. 
7.00. 


It All Started With Marx. By Richard Armour, Ph.D., 
Professor of English, Scripps College, Claremont, Cali- 
fornia. Ilustrations by Campbell Grant, Santa Barbara, 
California. 104 pages. 1958, McGraw-Hill Book Com. 
pany, Inc., New York, Toronto and London. $2.95. 


The Acute Abdomen. By William Requarth, M.D., 
Clinical Assistant Professor of Surgery, University of 
Illinois College of Medicine, Chicago. Ed. 2. 313 pages 
with 87 illustrations. 1958, The Year Book Publishers, 
Inc., Chicago. $6.50. 


Poisoning; a Guide to Clinical Diagnosis and Treat- 
ment. By W. F. von Oettingen, M.D., National Institutes 
of Health, Public Health Service, U. S. Department of 
Health, Education and Welfare, Bethesda. Ed. 2. 627 
pages. 1958, W. B. Saunders Company, Philadelphia and 
London. $12.50. 


Tumors and Tumorous Conditions of the Bones 
and Joints. By Henry L. Jaffe, M.D., Director of Lab- 
oratories and Pathologist, Hospital for Joint Diseases, 
New York. 629 pages with 701 illustrations. 1958, Lea 
& Febiger, Philadelphia. $18.50. 


Systemic Ophthalmology. Edited by Arnold Sorsby, 
Research Professor in Ophthalmology, Royal College of 
Surgeons and Royal Eye Hospital, London, England, 
with 34 contributors. Ed. 2. 682 pages with 277 illustra- 
tions and 24 color plates. 1958, The C. V. Mosby Com- 
pany, St. Louis. $25.00. 


Blood Groups in Man. By R. R. Race, Ph.D., Direc- 
tor, and Ruth Sanger, Ph.D., Medical Research Council 
Blood Group Research Unit, The Lister Institute, Lon- 
don. Ed. 3. 377 pages, illustrated. 1958, Charles C 
Thomas, Springfield, Illinois. $8.50. 


A Text-book of X-ray Diagnosis. Edited by S. 
Cochrane Shanks, M.D., Director, X-ray Diagnostic De- 
partment, University College Hospital, and Peter Kerley. 
M.D., Director, X-ray Department, Westminster Hos- 
pital, London, England, with 20 contributors. Ed. 3, Vol. 
3. 883 pages with 802 illustrations. 1958, W. B. Saunders 
Company, Philadelphia and London. $23.00. 


Pathophysiology in Surgery. By James D. Hardy, 
M.D., Professor and Chairman, Department of Surgery. 
University of Mississippi Medical Center, Jackson. 704 
pages with 278 illustrations. 1958, The Williams & Wil- 
kins Company, Baltimore. $19.00. 


A Primer on Common Functional Disorders; Prac- 
tical Diagnosis and Management. By Jack W. Fleming. 
M.D.. Department of Internal Medicine, The Medical 
Center Clinic, Pensacola. 174 pages, illustrated. 1958, 
Little, Brown & Company. Boston. $5.00. 


An Atlas of Esophageal Motility in Health and 
Disease. By Charles F. Code. M.D., Brian Creamer, 
M.D., Jerry F. Schlegel, B.S.. Arthur M. Olsen, M.D., 
F. Edmund Donoghue, M.D. and Howard A. Andersen, 
M.D., Sections of Physiology and Medicine, Mayo Clinic 
and Mayo Foundation, Rochester, Minnesota. 134 pages, 
illustrated. 1958, Charles C Thomas, Springfield, [linois. 
$8.50. 


British Medical Bulletin. Metabolism of Lipids. Sym- 
posium, prepared by 20 contributors. Vol. 14. No. 3. 82 
pages. 1958, Medical Department, The British Council, 
London. $3.25. 
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A monthly service dealing with the basic problems 
of increasing your net income and building personal 
capital .. . in the face of today’s high tax structure 


DECEMBER 1958 


New Tax Form Which Will Eliminate Return Problems - 
for many, will not benefit the doctor. Don't be misled into believ- 
’ ing that record keeping of your deductions has become unimportant 
f because of a new simplified form. The Internal Revenue Service 
has released a new tax return for individuals which can be used in 
filing the 1958 return. However, comparatively few doctors will 
be able to use it. 
For one thing, the taxpayer with income over $10, 000 can't 
make use of the form. Regardless of income amount, return can- 
not be used by a taxpayer who has income, more than $200 of which 
is not subject to withholding. The practicing doctor will receive 
the bulk of his income from sources which are not subject to with- 
holding. So even the doctor with income under $10, 000 will not be 
able to use the form. 


OK OK 


-Dow-Jones Industrial Average At 1, 798! It could have hap- 
pened. The D-J Industrial Average is composed of stocks of 30 
industrial companies. Back in 1939, IBM, then one of the stocks 
included in the Average, was removed. AT & T was substituted 

for IBM. It sold for 165, not too distant from its current price - 
even though lately it has shown a marked rise in value. But con- 
sidering value of splits and stock dividends, IBM has risen from 
191 to more than 5500. IBM is an outstanding example of a growth 
stock which allows investors to realize big profit after holding as 
capital gain. How can you pick a new IBM currently? 

You might concentrate on companies which follow tax-pro- 
tected practices. That might be earnings-retention companies 
which build up profit potential within the company rather than dis- 
tributing earnings as heavily-taxed dividends to stockholders. 
(Last year IBM distributed $2. 30 (adjusted) per share on earnings 

ti of $7.73.) Look for the company which capitalizes earnings with 
regular stock dividends. Such dividends are not taxable on receipt, 
and give shareholder a tax election. He can hold the dividend with- 
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out tax, or, if he needs cash currently, he can sell it for a capital 
gain return. (IBM has sold in the 450 range this year. But if there 
had been no splits and stock dividends on the stock, a share currently 
would sell at more than $5,500.) Research expenditures are now 
largely tax deductible so the research company uses current tax 
money to build future profits through new product developments. 
(IBM is extremely research minded. ) 


Select The Growth Over The High Income-Producing Stock - 
in making investments. The former investment will give less in 
way of current return. But high current return when added to the 
doctor's professional income will be subject to a comparatively 
heavy tax in any case, so the difference in dividends may be quite 
small after taxes. What is even less obvious, is the fact that over 
a comparatively short period of time, any difference in current 
return will become even less. The growth stock holds not only 
the potential for greater capital appreciation and capital gain profit 
on sale, but also increasing dividends if the stock is retained. 

Luke Hayden, a New York banker, illustrates that point with 
an actual example. He compared two investments of $6, 000 each 
made in six growth stocks (Continental Oil, Crown-Zellerbach, 
Dow, Du Pont, IBM, and Merck) and six sound income stocks 
(American Tobacco, Cleveland Electric, General Foods, Kroger, 
National Biscuit, and National Dairy). Investment was made in 
1952 and results compared in mid-1958. In slightly more than five 
years, the growth portfolio grew from $6, 000 to $14, 000 - capital 
appreciation of 130%. The income portfolio grew from $6, 000 to 
$11,000 - capital appreciation of 85%. By 1958, dividends from 
the income portfolio were 25% greater than those paid in 1952. 
Dividends from the growth portfolio showed an increase of 65% 
in the same period, 


Attempt To Deduct Expenses Of European Trip - by doctor 
fails. But his defeat furnishes tax lessons for others. The Inter- 
nal Revenue Service takes a narrow view on deduction for combina- 
tion pleasure-business trip, but the Courts are more liberal. 

A doctor operated a sanitarium. His wife, who was nota 
physician or nurse, acted as general manager, supervising food 
supply and housekeeping activities. The doctor and his wife, to- 
gether with some friends, traveled to Europe on a trip which lasted 
almost 90 days. The doctor took tax deduction for his and his wife's 
travel expenses. He claimed that his trip was taken for professional 
reasons to examine European sanitarium operation. He lost out 
on his attempt to get tax deductions, except for $200 (Duncan, 
30:T.C., No. 36). 
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The trip was planned with friends. Itinerary was mapped 
out by a travel agent to cover all prominent sight-seeing places. 
The itinerary was religiously followed. While conceding a pro- 
fessional and pleasure trip can be combined, the Tax Court thought 
the trip was taken primarily for pleasure rather than for profes- 
sional reasons, Even so, the doctor was allowed deduction in part - 
$200 - on his testimony that he did visit some hospitals and sani- 
tariums, and that he attended a lecture or two on medical matters. 
If you are taking a pleasure-professional trip, plan ahead 
so as to insure deduction to the extent travel relates to professional 
activities. Here the doctor was limited to a $200 deduction because 
his testimony as to the professional nature of the trip ''was vague 
and unsatisfactory. He testified that he visited various hospitals 
and health institutions at the various places on his itinerary; that 
he spoke to doctors who had some connection with his special field; 
and that he attended a lecture or two on medical matters. It does 
not appear that he made any preliminary arrangements for such 
visits and (the court could not) tell from the record with any kind 
of accuracy how much time was spent on the visits or what he did 
on such visits. He was vague on names and he was unable to give 
a satisfactory account of the nature of some of the conversations." 
The court thought that many of his visits ''were made as the result 
of natural curiosity and interest on the part of any professional man, 
who while on tour, comes across items that have some link with 
his profession." 


* KOK K 


Appeals From Charity Increase In December - For most 
taxpayers, that is the last month of the year in which a 1958 tax 
deduction can be secured on a charitable contribution. Regardless 
of the donor's tax bracket, taxes will reduce the cost of any gift. 
For the individual in the lowest tax bracket, $100 cash gift costs 
$80 after tax deduction. The same gift made by a donor in the 
highest tax bracket, costs only $9. 

When considering a charitable contribution, don't think only 
of cash gifts. The cost of giving can be further reduced by a gift 
of property which has appreciated in value. 


Bull Market In Stocks Could Mean Savings On Charitable 
Gifts - If you give stock which has appreciated in value, you avoid 
the capital gains tax which would be due on sale of the security. 
That is one saving. You also get tax deduction for the full value 
of the stock as a charitable contribution. That is a second saving. 
A doctor in the 50% tax bracket holds stock which cost him 
$20 and which is now worth $100. If he sells the stock, after mini- 
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mum capital gains tax, he can pocket only $80. If he gives the 
stock to charity, he gets a tax deduction for $100 which saves him 
$50 in taxes. So giving $100 in stock cost him only $30. If he gave 
$100 in cash instead, he'd still get tax deduction worth $50. But 
there would be no avoidance of capital gains tax. So the $100 cash 
gift after subtracting $50 tax savings would cost him $50. 


Year-End Tax Planning - Time is running short for steps 
which you can take this year to ease tax impact on your income. 
You are limited in action you can take to reduce taxes on profes- 
sional income, but the same may not be true as regards other in- 
come, e.g., investment return. 

It is now possible to shift future income, and tax on it, with- 
in the family, by making gifts of securities to children. In most 
states, gift can be made through a custodian account, a simple way 
of transferring securities toa minor. Income from the securities 
thereafter will be taxed to the child, if at all. Actually, there would 
be no tax on such investment return unless total income of child 
exceeded $675 a year. Parent doesn't lose child as an exemption 
either, as long as he is chief support - and the child is either 
under 19 or attending school. 

However, if substantial gifts are made to a custodian account 
for a minor, a gift tax may be due. But there will be no gift tax 
if the gift to a child doesn't exceed $3, 000 - $6, 000 if spouse con- 
sents to the gift. That's because the annual exclusion exempts 
from tax a gift up to that amount. The exclusion is a recurring 
one. But to get benefit of 1958 exclusions, gift must be completed 
before the end of this year. 

Do you hold stock on which a substantial year-end dividend 
is expected? Say stock has gone up in value in anticipation of that 
dividend but market price is still less than your tax cost. Sell the 
stock to create the loss. In effect you realize the dividend tax free 
in the form of a loss to offset against other gains. Or maybe you've 
held for more than six months appreciated stock which is declaring 
big dividend. Sell it before it goes "'ex''-dividend. Where sale 
results in a gain, you can buy back at lower price immediately 
after stock goes ''ex'"’. In effect, you convert dividend income to 
capital gain while maintaining position in stock. 

Where you are interested in a stock on which there will be 
a year-end dividend, hold off purchase until ''ex''-dividend date. 
That way, you will not receive the dividend but you'll be able to 
buy at a reduced price, reflecting loss of the dividend. If you 
rush to buy so as to receive the dividend, you'll have to pay a 
higher price reflecting the dividend and that dividend will be taxed 
to you when received. 


Now available at cost — $1.50 —3-ring loose-leaf binder to hold 24 monthly Lasser reports. Made of 
blue simulated morocco grain leather; non-soil finish with embossed cushion edge. Send check with 
name and address to POSTGRADUATE MEDICINE, Essex Building, Minneapolis 3, Minnesota. 


a? 
| 
My 
' 
ii 


needs Support, too... 


during pregnancy 


nroughout lactation 


Help protect her now, and you help insure bet- 
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Vitamin C (ascorbic acid) ME. 
(1.2 mg.) 4,000 units 
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Personal Diary 

and Observations on 
Medical Life 

by MORRIS FISHBEIN, M.D. 


Sept. 30—At noon come Sir 
Heneage Ogilvie and his Lady 
and also the Rambars to lunch- 
eon. In the evening to hear “Irma 
la Douce,” a musical comedy 
from the French, full of sly sex 
and daring allusions. Elizabeth 
Seal, the star and only woman in 
this musical comedy, is a great 
artist, and the music so delight- 
ful that old Pepys immediately 
purchased the hi-fi record made 
by Philips. 


Oct. 1—To Foyles, and read 
some hours in the wonderful 
library of the Royal Society of 
Medicine. At noon to lunch came 
Hugh Clegg and we talked fami- 
ly and planned for his forthcom- 
ing trip to America. Then in the 
evening to “Five-fingered Exer- 
cise,” a play like “Tea and Sym- 
pathy,” in which everybody hates 
somebody and loves somebody. 
The son hates the father; the 
domineering father hates the 
tutor and the mother; the mother 
loves the son and the tutor but 
hates the father; the daughter 
loves the tutor and the brother 
but hates the mother; the tutor 
loves everybody but hates his 
own father, who was adored by 
his mother. In this play Freud 
takes a terrible toll. 


Oct. 2—To visit Selfridge’s 


and the shops on New Bond 
Street. To the airport and flew 


A-196 


delightfully and restfully and on 
time via Pan American. 


Oct. 3—In Idlewild Airport 
for some hours breakfasting 
again with Laura Runyon and 
Stanley Henwood, and then by 
National to Miami Beach, read- 
ing en route a wonderfully liter- 
ate whodunit by Margorey Al- 
lingham called “Tether’s End.” 
In Miami Beach to the Ameri- 
cana and greeted there by Tom 
and Therese Rivers and dined 
with them on chow mein. 


Oct. 4—Saluted Mistress 
Pepys on her birthday, and went 
into Miami to purchase season- 
able attire for the high tempera- 
ture. At night to the Bal Mosque 
for a fine dinner and a joyous 
night club show with a comedian 
Al Bernie, who was full of comi- 
calities, especially anent televi- 
sion, saying how hard it was for 
the BUFFERIN® to find that little 
trap door in the stomach. And 
he told well a story of a British 
politician who was electioneering 
among Mau Mau. He said, “If I 
am elected, I will put new thatched 
roofs on all the houses.” The na- 
tives shouted, “Ubonga.” Then 
he said, “I will improve your 
health and nutrition.” The natives 
shouted, “Ubonga! Ubonga!” 
When he finished he said to the 
chief, “Please direct me to the 
next village.’ The chief said, 
“Walk north across the pasture 
above the village, but be careful 
not to step in the ubonga.” 


Oct. 5—Sitting in the sun and 
greeting all the members of the 
committees; watched the Yanks 
and the Braves, and after dinner 
played at bridge with Caughey, 
Rusk and Seidenfeld, with great 
hilarity and no aces. 


Oct. 6—All the day with the 


committee on virus research, 


with most erudite discussions of 
DNA and RNA and bacterio- 
phage and ECHO viruses, and it 
was all profound and nobody 
could do else but wonder whether 
or not we would soon have the 
secret of life itself. At the dinner 
Basil O’Connor paid tribute with 
great humor to James Wilson of 
Ann Arbor and Norman Topping 
of the University of Southern 
California, and all were happy. 


Oct. 7—This day with the 
committee on education creating 
a great new fellowship program 
to be spread all over the country, 
aiding young men and women 
into the health professions and 
aiding the schools which teach 
rehabilitation. At night played 
bridge with Rusk, Caughey and 
Houston Merritt, and, since all 
of them were good, found great 
relaxation. 


Oct. 8—Now the committees 
on after-effects and on respira- 
tory centers, with discussions of 
the extension of our program into 
clinics for rheumatoid arthritis. 
In the afternoon, again in the 
sun and played at gin with Phil 
Lewin, and watched the World 
Series on television. In the eve- 
ning after dining with Frank 
Ober, Rivers and Dalldorf, and 
the ladies, played at bridge with 
O’Connor against Rusk and 
Caughey, and we did well. 


Oct. 9—The final session of 
the General Advisory Board and 
then home on Delta, reading en 
route several paperback myster- 
ies and greeting Jack Arvey, who 
flew with us. 


Oct. 10—All this day at a 
desk piled high with periodicals 
and papers. At night to the opera 
opening with “Falstaff” sung by 
Gobbi, Tebaldi, Anna Moffo and 

(Continued on page A-198) 
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quiets the cough 


and calms the patient... 


Expectorant aétion 
Antihistaminic action 
Sedative action 


Topical anesthetic action 


PHENERGAN 
EXPECTORANT 


Promethazine Expectorant, Wyeth 
with Codeine Plain (without Codeine) 


® 
Philadelphia 1, Pa 


NEW NON-NARCOTIC FORMULA 
Pediatric PHENERGAN 
EXPECTORANT 

with Dextromethorphan*, Wyeth 


*Dextromethorphan for an antitussive action equivalent to 


ee that of codeine without codeine’s side-effects 
CONFORMS TO CODE 
FOR ADVERTISING 
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Cornell McNeil. who received a 
great ovation. Thereafter with 
Rosa Raisa, the Cornbleets and 
the Friedells to the Casino for a 
supper, and spoke with Gobbi. 
who was charming. of the time 
we heard him in “Tosca” at the 
open-air opera in the Gardens of 
Caracalla in Rome. 


Oct. 11—At the desk, and in 
the evening to a dinner at the 
Standard Club, with Ruth Portis 
as our hostess, and played gin 
with Grinker, Franklin Kahn and 
Ralph Reis, and the “layman” 
took most of the profits. 


Oct. 12—To a brunch given 
by the Smerlings at the Standard 
Club, and talked at length with 
Nathan Cummings of his gift to 
the hospital. Thereafter, with my 
brother Albert, engaged in math- 
ematics with Goldblatt and Gold- 
berg, who should be known 
hereafter as Blatt and Berg, since 
they lost their gold to us. And 
heard a story of some ladies at 
the Fontainebleau, about to play 
canasta with a newcomer. One 
lady said, “We have some spe- 
cial rules. We don’t talk about 
minks because we all got them. 
We don’t talk about diamond 
bracelets because we all got them, 
too. We don’t talk about our 
grandchildren because we all got 
lots of them. And finally we don’t 
talk about what we was—because 
we wasn’t.” 


Oct. 13—-In the evening to 
dine at the Tavern where were 
Rosa Raisa, the Cornbleets and 
the Goldblatts; then all to hear 
a most wonderful presentation of 
**Madame Butterfly” with Te- 
baldi and Di Stefano and a star- 
tling Russian conductor, Kiril 
Kondrashin. And all were agreed 
this a “most of the mostest” pro- 
duction—albeit the audience 
breaking into various situations 


Dr. Pepys’ Pages 


THe Newer PsycHOLocy 


A seven year old said to her father, 
“I standed up on my toes yesterday.” 

“You stood up,” her father corrected. 

“How do you know?” asked the 
girl. “Were you there?”—From “Trade 
Winds” in the Saturday Review o/ 
Literature. 


% 


A small boy was asked by his par- 
ents to pray for the new baby. “God 
bless Mommy; God bless Daddy; God 
bless my new baby brother,” he said. 
“Make him love me and be friendly, 
God—and get him out of here!” 


with unnecessary and untimely 
applause. 


Oct. 14—-At noon to lunch- 
eon with Sam Baskin and others 
to plan our “Salute to Medical 
Research.” Thereafter with my 
dentist who keeps marveling at 
my dental equipment, which has 
sustained itself remarkably over 
the years. 


Oct. 15—This day “Grand- 
ma” Mantel, the mother of Mis- 
tress Pepys, reaches 90 years. So 
she begins by telling old Pepys 
how she remembers arriving in 
New York and hearing the news- 
boys shouting of the shooting of 
President Garfield. So looked it 
up and discovered that it was 
September 19, 1881. Many guests 
came from here and there, all 
marveling at the youthful ap- 
pearance of the birthday girl. 
and at night all to the Empire 
Room where José Greco and his 
dancers were of the best. 


Oct. 16—To the Board of 
Governors of the Chicago Heart 
Association, where Wright 
Adams, Strauss, Bay, Katz, de 
Takats and others took a hand in 
the procedures necessary to amal- 
gamation with the Illinois Heart 
Association. Thereafter to play 
at golf, which may well be the 


last of the current season. And 
read “The Dud Avocado.” a mis- 
erable title for a delightful book 
concerning an American flapper 
in Paris. 


Oct. 17—At noon to lunch 
with Dr. Max Thorek and con- 
ferred on arrangements for meet- 
ings in Rome and in Chicago. 
Then steadily at the desk, read- 
ing meanwhile the autobiogra- 
phy of Hans Killian, noted Ger- 
man surgeon, full of personal 
comment. His story is told with 
interesting case histories. 


Oct. 18—By the morning 
plane to St. Louis to attend the 
meeting of the Missouri Chapter 
of the American Academy of 
General Practice at the Chase 
Hotel. First with Preston Hall to 
view the extensive exhibit, and 
then to cocktail parties with the 
Spiegels and with the Harold 
Swanbergs. Then to speak at the 
great banquet arranged by Ray 
McIntyre, and saw Senator 
Spradling receive his citation. 


Oct. 19—Back on the plane to 
Chicago, and in the afternoon to 
a wedding reception for “Dicky” 
Grinker, who is also a psycho- 
analyst. Here were Franklin Me- 
Lean, just returned from abroad. 
and many friends of our youth. 


Oct. 20—Most of the day in 
conference with Sylvia Covet and 
Teresa Cohen about 
ATE MEDICINE, which is our pride 
and joy. Then in the afternoon 
all to dine at the Tavern and 
thereafter enjoying the ever en- 
joyable “Il Trovatore,” with 
Jussi Bjoerling. and, while not 
perfect, still a thrilling opera. 
Next with Jay Herz to the Buttery 
at the Ambassador, and exchang- 
ing comical tales with Adele. who 
tells them very well. 

(Continued on page A-200) 
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poor substitute for companionship 


Many housewives, when they feel the need for companion- 
ship, ask a friend in for coffee. Others substitute eating. 
Instead of a chat, they take a nibble. The result: overweight. 


‘Dexamyl’ Spansule sustained release capsules can help 
such patients in two ways: 
+ provide daylong appetite control—both between 
meals and at mealtimes. 
+ relieve the underlying tension and anxiety that so 
often cause overeating. 


Dexamyl* Spansule* sustained release capsules are available 
in two strengths: (1) Dexedrine* (dextro-amphetamine sul- 
fate, S.K.F.), 10 mg.; amobarbital, 1 gr. (2) ‘Dexedrine’, 
15 mg.; amobarbital, 114 gr. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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Oct. 21—To meet with John 
Egdorf and a committee of the 
Rotary Club. Next to the Stand- 
ard to speak to some 50 philan- 
thropists on the work of the City 
of Hope. Here were Pierre De- 
Mets, Francois Pope, Rattner. 
Galter. Sam Baskin and many 
more. In the evening Larry Salter 
and Pat came to dine. and then 
to hear Ilza Veith lecture on 
“Changing concepts of disease.” 


Oct. 22—All this day at the 
Britannica “Book of the Year” 
and the preface of “The Modern 
Family Health Guide” and vari- 
ous columns. 


Oct. 23—Awake before sun- 
rise and to the airport for a trip 
via Washington to Raleigh, North 
Carolina, and then motoring with 
Charles Haney to Burlington. 
Here viewed the hospital with 
Superintendent Yount, and con- 
ferred with Messrs. Philips. Holt 
and Middleton. At night to Elon 
College. where some 800 assem- 
bled to hear old Pepys tell of the 
hospital problems and Dr. Blair 
make a most statesmanlike ad- 
dress. Then motoring away to 
sleep in the Washington-Duke 
Hotel in Durham, where the 
smell of Chesterfields pervades 
the air. 


Oct. 24—Again awake before 
sunrise and by noon back in Chi- 
cago and the desk. 


Oct. 25—FEarly with the Frie- 
dells down to Karl Meyer’s farm. 
meeting Dan Ryan, Bill Erickson, 
Fred Hertwig, Sam Hoffman, and 
Norlander of the News, and after 
a nice lunch off to see Illinois 
trounce Michigan State 16 to 0. 
So to a dinner and singing and 
telling of merry tales. 


Oct. 26—In the afternoon to 


a reception for the opera where 


Dr. Pepys’ Pages 


An Otp One With A Switcu 

The grandmother of four sat in the 
waiting room as her daughter was per- 
forming in the delivery room. “If it’s 
a girl, my dudder’s gonna name her 
Ming-Toy,” she said. 

“Good heavens!” exclaimed the doc- 
tor. “Why a name like that?” 

“What else? We read it in a book 
how every fifth baby that’s born is 
Chinese.” 


* 


Earty AMBULATION 


The surgeon was explaining the con- 
cept of early ambulation: “We believe 
in getting the patient on his feet as 
soon as possible after the operation. 
On the first day I want you to get out 
of bed and walk around your room for 
five minutes. The second day you'll 
walk 10 minutes. On the third day you 
must walk around for a full hour. Any 
questions?” 

“Yeah, Doc,” said Irv. “For the 
operation, do you mind if I lie down?” 

(It really means: Get up and get 
out; someone’s waiting for your bed!) 

a * * 


| saw the Maisons and the John- 
son Hammonds, and all were 
merry for the good of culture. 
Then to the Standard Club where 
Henrietta Frieder had staged a 
glorious dinner for Children’s 
Aid of La Rabida. Albert Pick, 
Virginia Marmaduke and old 
Pepys spoke: the music was per- 
fect for dancing, and it was all to 
benefit little children with rheu- 
matic fever. 


Oct. 27—At noon to luncheon 
came Walter Ratner who, with 
his brother Lee. makes the Lewal 
Drug Company. In the evening 
with the Frieders to the Tavern 
and then to see and hear a great 
production of “Turandot.” 


Oct. 28—At noon to Mount 
Sinai Hospital to speak, along 
with Director Helman and Presi- 
dent A. Epstein, for the voluntary 
aides who do so much for the 
hospitals. And here Mrs. Maling 
was cited for 28 years of service. 


Oct. 29—By the early plane 
to New York, attending engage. 
ments. Then at night to the Met- 
ropolitan Club, where Elmer 
Bobst assembled Roy Larsen and 
Barnes of Time, Bill Frohlich, 
Howard Rusk, Sevringhaus. Leo 
Roon and Joe Mandell. and we 
all talked about the Bobst plan 
and the future of pharmacy. Next 
to see Herb and Grace Mayes 
and to the Stork Club, where 
Charles Boyer came in alone, aft- 
er opening in a play, and gos- 
siped with Sherman Billingsley. 


Oct. 30—To see Thomas 
Rivers, and congratulated Viola 
Cantor Tatum on Ed Tatum’s re- 
ceiving the Nobel prize. Next to 
see Milton Runyon and talked of 
books. Then to the noon plane 
for Chicago, and accompanied 
Mistress Pepys to the orchestra 
concert where Isaac Stern played 
Prokofieff perfectly and the or- 
chestra did marvels with Reiner 
to lead them. Thereafter with 
Justin to Andy’s Epicurean Cafe. 
newly decorated and still the best 
strudel in the world. 


Oct. 31—At the desk and fin- 
ished “Angelique.” which is a 
French historical novel of the 
time of “The Three Musketeers” 
and with the excitement and in- 
trigue of the period. In the eve- 
ning to the Palmer House to ad- 
dress the American Association 
of Medical Assistants, meeting 
Leo Brown of the A.M.A.’s giant 
P.R. department, and Arky 
Vaughan, and here Mrs. Swear- 
ingen of Bartesville. Oklahoma. 
presided handsomely and Vir- 
ginia Browning. who is the local 
president, had everything in or- 
der. making a well-nigh perfect 
occasion. The medical assistants 
are the doctor's Girl Monday- 
through-Friday with half of Sat- 
urday included and overtime ev- 
ery day. 
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IN THREATENED 
OR HABITUAL ABORTION... 


MORE FULL TERM PREGNANCIES... 


SIMULATES CorRPUS LUTEUM HORMONES, thereby 
«+» SUPPORTS THE ENDOMETRIUM, hence 
«+» SUSTAINS FETAL LIFE 


Enovid, through its pronounced progesterone-like action and its 
lesser estrogenic action, enhanced by the addition of ethynylestradiol 
3-methy! ether, mimics the action of the corpus luteum hormones. 

In threatened abortion, due to an endocrine failure to support the 
hypertrophied endometrium of pregnancy, the potent progesterone- 
like activity of Enovid is of value. 

In habitual abortion, resulting from inadequate corpus luteum 
activity, Enovid supports the decidual endometrium and therefore 
encourages continuation of the pregnancy. 

Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel, 
a new synthetic steroid, and 0.15 mg. of ethynylestradiol 3-methyl 
ether. 


DOSAGE IN 
THREATENED ABORTION 


DOSAGE IN 
HABITUAL ABORTION 


Two or three tablets daily on appear- 
ance of symptoms. This dosage may be 
reduced to one or two tablets daily 
when symptoms disappear. The reduced 
dosage should be continued to term 


One or two tablets daily as soon as 
pregnancy is diagnosed and continued 
without interruption at least through 
the fifth month. Enovid may be safely 
continued to term if desired. 


and an increased dose given if symp- 
toms reappear. 


ENOV ID Oral Synthetic Endometropin 


(brand of norethynodrel with ethynylestradiol 3-methyl ether) 


SEARLE / Research in the Service of Medicine. 


G. D. SEARLE & co., Chicago 80, Illinois 
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“There are three cholecystographic media 
in current use... Of these three media, 
Telepaque must be considered superior. 
Nearly without exception, numerous 
comparative studies have reached 
this conclusion.” 


Johnson, P. M. (Univ. North Carolina): 
Oral ang 
North Carolina M. J. 18:533, Dec., 1957. 


Dose: 2 to 3 Gm. (4 to 6 tablets) at night after a light 
supper — patient’s gallbladder concentrates Telepaque 
during the night (on his own time) —ready for X-ray 
study in the morning. 


Supplied: Tablets of 500 mg., envelopes of 6 tablets, 
boxes of 5 and 25 envelopes; also bottles of 500 tablets. 
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Advanced therapy for advancing hypertension 


Apresoline 


Apresoline contributes an exclusive 
therapeutic action to the treatment of 
moderate to severe hypertension, renal 
hypertension, glomerulonephritis and 
toxemia of pregnancy: It not only 
brings blood pressure down, but is the 
only therapeutically acceptable agent 
that increases blood flow in ischemic 
kidneys. Kidney damage may thus be 
reduced and renal function improved 
when Apresoline is made part of the 
antihypertensive program. 


Apresoline —especially when the kidneys are involved 


Hemodynamics of hypertension Corrective action of Apresoline 


Renal blood flow reduced. Resulting 


Decreases renal vascular resistance. Im- 
ischemia leads to degeneration of renal 


proves renal blood flow. 
tubules. 


Cerebral vascular resistance increased. , 
‘ Reduces cerebral vascular resistance. 
Oxygen consumption decreased. 


Widespread vasoconstriction leading to Decreases peripheral resistance, thus 
chronic hypertension. lowering elevated pressures. 


, Inhibits action of several vasopressor 
Humoral factors more important than ‘ 
: ieee substances in blood and tissue fluids of 
neurogenic and intrinsic factors. > 
midbrain, kidneys and periphery. 


SUPPLIED: tasets, 10 mg. (yellow, double-scored) , 25 mg. (blue, coated) , 50 mg. (pink, coated) 
and 100 mg. (orange, coated) . AMpuLs, | ml., 20 mg. Apresoline hydrochloride per ml. 


APRESOLINE® hydrochloride (hydralazine hydrochloride CIBA) 
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Many such 
hypertensives have 
been on Rauwiloid 
for 3 years 
and more* 


for Rauwiloid IS better tolerated... 
“alseroxylon [Rauwiloid] is an anti- 
i hypertensive agent of equal thera- 
peutic efficacy to reserpine in the 
F treatment of hypertension but with 
significantly less toxicity.” 

*Ford, R.V., and Moyer, J.H.: Rau- 

wolfia Toxicity in the Treatment of 


Hypertension, Postgrad. Med. 23:41 
(Jan.) 1958. 


1 side actions 


Enhances safety when more potent drugs just two tablets 


are needed 
Rauwiloid® + Veriloid® 
alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose, 1 tablet t.i.d., p.c. 


at bedtime 


After full effect 
one tablet suffices 


Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and hexamethonium chloride 
dihydrate 250 mg. 

in severe, otherwise intractable hyper- Ri 
tension. Initial dose, tablet q.id. ker 


Both combinations in convenient | 
single-tablet form. 


NORTHRIDGE, 
CALIFORNIA 
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WEIGHT REDUCTION: Obese patients may resist dieting because they fear Ipsing the 


tional security often involved in overeating. amear helps 
ert, brighter outlook. ITHOUT JITTERS: Methamphetamine, a potent CNS augmenter, pro. 
duces less cardiovascular effect than amphetamine. In AMBAR it is pis Bas with just engugh phenobarbital to prevent overstimulation. ampag 
EXTENTABS provide 10-12 hours of appetite sup jression in one contrdlled-release, extended-action tablet: methamphetamine hydrochloride, 
10.0 mg.; phenobarbital (1 gr.) 64.8 mg. ts TABLETS for conventional dosage or intermittent therapy contain methamphetamine hydro. 
chloride, 3.33 mg.; phenobarbital (24 gr.) 21.6 mg. A. H. ROBINS COMPANY, INC., Richmond, Virginia, Ethical Pharmaceuticals of Merit Since 187g 


WEIGHT REDUCTION WITHOUT JITTERS AMBAR 


methamphetamine and phenobarbital 
i 
| 
{ 


them hold the diet line by giving them a more i 


TABLETS AND EXTENTABS® 
i 


De 
& 


af 


| | | 
| aad 
Robins} 
i 
2 
4 iA J 
. | | | | 
| 
| | gw wif) 
| | | | EN 
| | 
| 
H 
| | — | 
| | — 
j \ 


helps FORTHCOMING FEATURES 


ww Posteraduate 
1878 Me cine the skin and helps 


bn) remove blackheads 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 


Nutrition cess oil so that it is 
quickly washed off the 
° skin. 
in | 


Clinical Medicine 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 


plugs. 


Fostex dries and \ \) 


peels the skin 
Conducted by The Sebulytic base of 
Fostex dries and pro- 
Jean Mayer, Ph.D. motes peeling of the 

skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 
ized sulfur and salicylic 
acid. 


Harvard Univer sity sodium aryl polyether sul- 
onate, sodium dioctyl sulfosuccinate. 
School of Public Health 


A Regular Monthly Feature 


Associate Professor of Nutrition 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 
of acne treatment, when 


Fostex is easy for your 
patients to use 
Patients stop using soap on 


: imum degreasi 
affected skin areas. Instead; 
they use Fostex for thera- : _ sired. 

~ . peutic washing of the skin. ; FOSTEX CAKE for 
tarting The Fostex lather is mas- ° maintenance therapy to 
d i h bin for $ ; keep skin dry and sub- 
into t stantially free of come- 
minutes—thenrinseanddry. :  dones. 
In 
Write for Samples 
January WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. Buffalo 13, New York 
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FOR PRACTICAL MANAGEMENT OF 


HYPERTENSION 


A SINGLE PROTOVERATRINE ALKALOID 
potent...safe...and 

an important addition to 
“combination therapy” 


The isolation of pure, crystalline protoveratrine A* makes available, 

for the first time, a single chemically standardized veratrum alkaloid. 

Now, blood pressure can be lowered with doses smaller than ever before 

possible in oral veratrum therapy. 

In Protalba-R* Tablets, protoveratrine A (0.2 mg.) is combined with 
reserpine (0.08 mg.)—providing two effective hypotensive agents with 
% constant, unvarying potency. In contrast to complex alkaloid mixtures 

which have uncertain activity, the effects of Protalba-R are predictable 

and reproducible. 


Used alone, Protalba-R can produce a significant decrease in both 
systolic and diastolic pressure. And, it is the logical supplement to 
therapy when hypertension cannot be controlled by diet modification 
and psychogenic measures or the use of tranquilizers and diuretics. 


Supplied in 
rotalba-R 
cross-scored tablets, 
*Patent Pending tTrademark 
PITMAN-MOORE COMPANY 


ORATORIES, INC. + INDIANAPOLIS 6, 
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“”.. Well, I usually prescribe Rorer’s Maalox. It’s an excellent 
antacid, doesn’t constipate and patients like its taste better.” 


MAALOXx® an efficient antacid suspension of magnesium-aluminum hydroxide gel. 


Suspension: Bottles of 12 fluidounces 

Tablets: 0.4 Gram, Bottles of 100 

Samples on request 

WILLIAM H. Rorer, INC., Philadelphia 4+, Pennsylvania 


POSTGRADUATE MEDICINE 


— 
Sa 
q 
é 
A-12 


specifically designed to meet 


the metabolic demands of convalescents 
and patients on long-term therapy 


new NOVO-BASIC 


Each capsule-shaped tablet of NOVO-BASIC supplies: 


Ascorbic Acid... 150 mg. 
Thiamine 5 mg. 
Riboflavin... 5 mg. 
Niacinamide 50 mg. 
Pyridoxine Hydrochloride. 1 mg. 
Calcium Pantothenate 10mg. 
Vitamin Biz Activity Concentrate .... 2 mcg. 


Dosage: One or more tablets of NOVO-BASIC daily as indicated. 


Supply: Bottles of 60 and 180 capsule - shaped tablets. 


>) 
SQUIBB e =. Squibb Quality — the Priceless Ingredient 


1858 


SUS“ ‘NOVO-BASIC’ is a Squibb trademark. 


Squibb High Potency B-Complex with C for Maintenance 


NOVO-BASIC is designed to meet the daily metabolic 
demands of convalescents and those on long-term 
therapy for adequate supplies of B and C vitamins. 
These water-soluble vitamins are continuously being 
excreted and must continuously be replaced. NOVO-BASIC 
is also indicated in patients receiving prolonged 
diuretic therapy where vitamin loss can be excessive. 


Prescribing NOVO-BASIC is an effective and convenient 
means of assuring that your patient gets these highly 
important vitamins daily —and in the quantities 

he needs. And with Novo-BASIC your patient gets only 
dietary quantities of folic acid. 
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Greater comfort 
for postoperative 


and postpartum patients 


abdominal distention and urinary retention 


can often be prevented or promptly relieved 


—with less need for uncomfortable enemas and catheters 


Urecholine. 


Chloride 
(Bethanechol Chloride) 


‘Urecholine’ helps restore normal function after surgery and childbirth 
by increasing the muscular tone of the gastrointestinal and urinary 
tracts. Postoperative “gas” pains can frequently be prevented or 
promptly relieved—with less need for uncomfortable enemas, intuba- 
tion, and suction apparatus. Micturition is facilitated—without the 
discomfort and risk of infection inherent in catheterization. 


Administration and dosage: may be given prophylactically or 
therapeutically after surgery or childbirth. Usual oral dosage: 
10 to 30 mg. three or four times daily. Usual subcutaneous 
dosage: 5 mg. three or four times daily. 


Other indications: gastric atony and retention following vagotomy 
and other surgical procedures; chronic functional urinary 
retention due to atony without obstruction; megacolon, including 
congenital megacolon (Hirschsprung’s disease) ; certain cases of 
paralytic ileus; to counteract side effects of antihypertensive 
ganglionic blocking drugs. 

Supplied: 5 mg. and 10 mg. tablets, bottles of 100; 

l-cc. ampuls containing 5 mg. 

Urecholine is a trade-mark of MERCK & CO., Inc. 


MERCK SHARP & DOHME, pivision OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Coming in January!... 


to bring you recent advances and practical 
postgraduate help in diagnosis and treatment 


New (2nd) Edition! 


Lewis’ Practical Dermatology 
Includes latest developments in drug agents, skin planing, tattooing, etc. 


How to identify a skin disease and how to treat 
it once it is identified—that’s what this usable book 
tells you. 415 brilliantly clear illustrations simplify 
the difficult problem of diagnosis to a remarkable 
degree. 


This New (2nd) Edition includes many recent ad- 
vances in dermatology. You'll find help on impor- 
tant new drug agents, such as the corticosteroids, 
and on new physical treatments such as_ skin 
planing, tattooing, etc. A great deal of important 
new material has been added on the collagen 
diseases. 


New (4th) Edition ! 


Treatment is presented in easy-to-follow detail— 
with definite instructions on diet, local measures, 
ultraviolet therapy, drugs, endocrine therapy, x-ray 
therapy, etc. 

This is one of the most useful handbooks ever 
published on skin diseases for the non-derma- 
tologist. 


Order your copy today! 


By Grorce M. Lewis, M.D., F.A.C.P., Professor of Clinical 
Medicine (Dermatology), Cornell University Medical College; 
Attending Dermatologist, The New York Hospital. About 406 
pages, 61%” x 934”, with 415 illustrations. About $8.50. 

New 2nd Edition—Ready in January! 


e e 
Duncan's Diseases of Metabolism 
Drastically revised to incorporate numerous important advances in the field 


22 authorities bring you a working guide on the 
latest techniques of diagnosis and treatment of 
metabolic disorders. This New (4th) Edition is 
virtually a new book. The advances in this field 
are so numerous that drastic revisions have been 
made in each and every chapter. 


Distinguished new contributors have written com- 
pletely new chapters on the following subjects: 
Glycogen Storage Disease and Idiopathic Galacto- 
semia; Protein Metabolism; Lipid Metabolism; 
Obesity; and Water Balance in Health and Disease. 


ORDER | 
TODAY! | 


() Lewis’ Practical Dermatology 


Name — 


December 1958 


W. B. SAUNDERS Company, West Washington Square, Philadelphia 5 


Please send me the following when ready in January and charge my account: 


() Duncan’s Diseases of Metabolism 


Here are just a few of the important new develop- 
ments that are discussed in the book: new oral 
medication in diabetes . . . importance of disturb- 
ance in the metabolism of calcium in parathyroid 
disease, osteoporosis, osteomalacia copper 
metabolism in hemachromatosis . . . new concepts 
of cholesterol metabolism . . . safeguards in the 
management of obesity. 

By 22 Authorities. Edited by Garrittp G. Duncan, M.D., 
Professor of Medicine, University of Pennsylvania; Director 
of Medical Divisions, Pennsylvania Hospital and the Benjamin 


Franklin Clinic. About 1212 pages, 6” x 914”, with 226 illus 
trations. About $18.00. New (4th) Edition—Ready in January! 


PGM 12-58 


About $ 8.50 
About $18.00 
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He drives 
with his 


.... fighting traffic delays and the 


other fellow’s “queer” driving 
. ++. his stomach takes the brunt of | ff 


his tenseness 


antispasmodic « sedative 


quiets ‘‘nervous,”’ spastic stomachs—with the efficient 

sedation of BUTISOL SODIUM® butabarbital sodium 
10 mg. and the antispasmodic effect of natural extract of 
: belladonna 15 mg. (per tablet or 5 cc.) 


BUTIBEL TABLETS / ELIXIR, 
PRESTABS®BUTIBEL R-A 
(Repeot Action Tablets) 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 
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PROMPT; UTILIZATION 


AND BETTER STORAGE 


The only homogenized vitamins in solid form 


Homagenets are unusually palatable—and good taste is 
especially important to your patients. Of more interest to 
the physician is the homogenization process. This presents 
both oil and water soluble vitamins in microscopic particles. 
Thus the vitamins in Homagenets are better absorbed and 
utilized—and stored longer.' These are definite advantages 
to your patient. | 


1. Lewis, J.M., et al.: J. Pediat. 31:496. 


Pleasant, candy-like flavor 
Better absorbed, better utilized 
ADVANTAGES Excess vitamin dosage unnecessary 
Longer storage inthe body 
regurgitation, no “fishy bu 
_ May be chewed, swallowed o 


Homagenets are available in five formulas: Prenatal, 
Pediatric, Therapeutic, Geriatric and Aoral (brand of 
vitamin A). 


R, THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee 


TURN THE PAGE 
for laboratory proof of 

the prompt dispersion 
of Homagenets 


R 
\ 
dissolved in the mouth. 
cy 


VISUAL 
in Petri dishes 


PROOF OF 
THE RAPID 


DISPERSION 
OF 


These photographs show the dispersion 
time of a Homagenet and a soft gelatin 
capsule in artificial gastric juice at 37°C. 
Homagenets are available in five formulas: 
Prenatal, Pediatric, Therapeutic, 

Geriatric and Aoral (brand of vitamin A). 
Currently, mailings will be forwarded 

only at your request. 

Write for samples and literature. 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK - KANSAS CITY - SAN FRANCISCO 
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because it can be taken at 
8:00 P.M. or later 

without interfering 

with sleep. 


administration and dosage: 
Average dose: 5 to 10 mg. twice daily. 


how supplied: 
Bottles of 100 tablets, each tablet containing 5 mg. of 
levo amphetamine alginate (levo 1-phenyl-2-aminopropane alginate). 


LEVONOR® levo amphetamine alginate (levo 1-phenyl-2-ami pane alginate) 
Nordmark. Pat. Pending. 


Nordson Pharmaceutical Laboratories, Inc., Irvington, N. J. 
(formerly Nordmark) 
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sulfa therapy. 
otfective sulfa 
: Mit licel levels for 24 hours — 
: with a single tablet 


‘Besides giving new meaning to ‘the term MIDICEL provides all these éther signifi- 
be gant advantages i in sulfa therapy: broad-range antibacterial activity — effectively combats many 
4 Bes urinary tract infections, upper respiratory ‘infections, bacillary dysenteties, surgical and soft tissue 
Gnfections,due to organisms - 1 tablet-a-day convenience —no missed doses 
napid effect — therapeutic blood Jevels promptly attained - well tolerated—high solubility and 


low dosage minimize possibility of ‘crystalluria: 
Adult Dosage: Initial (first day): tablets (1 Gm) for mild-or infections, or 4 tablets (2 Gm.) for severe 
_ infections. 1 tablet (0. 5 Gm.) daily; 
Children’s Dosage: According to weight. See literature for detail and Available: 0.5 Gm., 


; 


QUALITY 


_of sleep | 
Improves 
with © 


NOLUDAR “produced satisfactory results 
in terms of the time of onset and the duration 

of sleep. No side effects were encountered. The 

patients were well pleased with the quality of sleep.’’* 

With NOLUDAR there is no preliminary excitation .. . 

no disturbing dreams. . . no residual grogginess. 

Non-barbiturate, non-habit forming, NOLUDAR 

brings your patients an improved quality of sleep. 

%*O. Brandman, J. Coniaris, and H. E. Keller: J. M. Soc. New Jersey 52:246 , 1955. 
NOLUDAR®— brand of methyprylon 

Fi, ROCHE LABORATORIES . DIVISION OF HOFFMANN-LA ROCHE INC. . NUTLEY, N. J. 
q 4 
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for everyday pain control... 


Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth 


for your many patients requiring 
potent analgesia but not an injected narcotic 


Proved by extensive evaluation'?* in 1998 patients in diverse 
areas of medicine and surgery, inciuding: 

arthritis, bursitis, early metastatic carcinoma, fibrositis, 
grippe, herpes zoster, ligamental strain, low back pain, 
menstrual pain, myalgia, myositis, neuritis, pleurisy, 
postoperative pain, postpartum pain, sciatica, trauma, 
dental pain 


e exclusive Wyeth non-narcotic analgesic plus 
anti-inflammatory action 


« prompt, potent action—as potent as codeine 
e documented effectiveness and safety!?? 


Supplied: Tablets, bottles of 48. Each tablet contains 75 mg. of Wyeth 


ethoheptazine citrate and 325 mg. (5 grains) of acetylsalicylic acid. 


RK 
Philadelphia 1, Pa, 


1. Cass, L.J., et al.: J.A.M.A. 166:1829 (April 12) 1958. 2. Batterman, 
R.C., et al.: Am. J. M. Sc. 234:413 (Oct.) 1957. 3. Medical Department, 
Wyeth: Final Report on the Clinical Evaluation of Zactirin. 
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MILKY WAY WITH 
5O MILLION STARS 


verse 


itis, 
ain, 
ma, 


Tuanxs to the medical profession, the evaporated 
milk way of bottle feeding has proved the successful 
way for 50 million babies. 


oth And only a formula base which respects the 
judgment of the individual physician could have 


p achieved such success. 
ia 1, Fa, 


Here is the flexibility which permits the physician to 
tailor the formula to the individual baby . . . in 
carbohydrate content and by dilution of the milk to 
the exact strength desired. 


terman, 
rtment, 


Here is adjustability which permits easy formula 
changes when required. 


Here is the higher level of protein recommended 
when cows’ milk is fed to babies. 


Here is maximum nourishment, sterility, added 
vitamin D in required amount, all at minimum 
cost to parents. 


Here is the formula base proved successful by 
clinical experience— 50 million times. 


PET EVAPORATED MILK 


PET MILK COMPANY *ARCADE BUILDING «ST.LOUIS I,MISSOURI 
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A versatile, well-balanced formula for treating common 
upper respiratory infections, particularly during respira- 
tory epidemics; when bacterial complications are ob- 
served or are likely; when patient's history is positive 
for recurrent otitic, pulmonary, nephritic, or rheumatic 
involvement. 


CueEcks Symptoms: Includes traditional components for 
rapid relief of the traditional nonspecific nasopharyn- 
gitis, symptoms of malaise, chilly sensations, inconstant 
low-grade fever, headache, muscular pain, pharyngeal 
and nasal discharge. 


Available on prescription only. 


Adult dosage for ACHROcIDIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


prevents the 


TABLETS (siigar coated) 
Each Tablet contains: 


Phenacetin ............. 
Caffeine ... 
Salicylamide .. 
Chlorothen Citrate 


Bottles of 24 and 100. 
SYRUP (lemon-lime flavored) 


Each teaspoonful (5 cc.) contains: 


ACHROMYCIN® Tetracycline 
equivalent to HCl 
Phenacetin 
Ascorbic Acid (C) 
Pyrilamine Maleate 
Methylparaben 
Propylparaben 
Bottle of 4 oz. 


multifarious sequelae 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


125 mg. 
120 mg. 
30 mg. 
150 mg. 
25 mg. 


POSTGRADUATE MEDICINE 


. 120 mg. 
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4 ' LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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80% of epilentics with appro- 


ag. 
ng. 


4 normal life” he 


he Parke-Davis family of anticonvulsants 


...an appropriate anti-epileptic for every clinical need 


Dilantin’ 
Celontin’ 


PARKE, DAVIS & COMPANY > DETROIT 32, MICHIGAN TD: 


priate care and encouragement, lead 


for grand mal 
and psychomotor seizures 


Sodium (diphenylhydantoin sodium, 
Parke-Davis) is supplied in many forms— 
including Kapseals® of 0.03 Gm. 

and of 0.1 Gm. in bottles of 100 and 1,000. 


Kapseals (Dilantin 100 mg., 
phenobarbital 30 mg., desoxyephedrine 
hydrochloride 2.5 mg.), les of 100. 


for the petit mal triad 


Kapseals (methsuximide, Parke-Davis) 
0.3 Gm., bottles of 100. 


Kapseals (phensuximide, Parke-Davis) 
0.5 Gm., bottles of 100 and 1,000. 
Suspension, 250 mg. per 4-cc. 
teaspoon, 16-ounce bottles. 
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PROTAMIDE’ 
HERPES ZOSTER 
“Protamide is a valuable 
remedy in the treatment of herpes 
ee zoster. It is helpful in relief of pain and apparently 4 
4 aids in involution of the cutaneous lesions.” 
4 — Frank C. Combes, et. al. 


New STATE JOURNAL 
OF MEDICINE 


_ HERPES ZosTep 


---Protamide is of 
te value in the re. 


HERPES OP a ac- 


btaine 

rtain we have th those 
ult with Protamide the neuro- 
tory results uch as rti- 
drugs ager ACTH and co 
vaccines, an . 
sone.” ITALIAN JOURNAL OF 
OPHTHALMOLOGY 


A folio of these and other reprints 
available on request. 


‘ct Deiroit 11, Michigan 
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LILLY AND COMPANY - 


QUICK 
COMEBACK 


Litty 


QUALITY / RESEARCH / INTEGRITY 


| 


provides dependable, fast, effective therapy 


dependable action 


because all patients show therapeutic 
blood concentrations of penicillin with 
recommended dosages. 


quick deployment 


of the bacteria-destroying antibiotic. 
Within five to fifteen minutes after ad- 
ministration, therapeutic concentrations 
appear in the general circulation. 


higher blood levels 


than with any other penicillin given 


December 1958 


orally. Bactericidal concentrations are 
assured. Infections resolve rapidly. 


Dosage: 125 or 250 mg. three times daily. 


Supplied: Tablets, scored, of 125 and 250 
mg. (200,000 and 400,000 units). 


New V-Cillin K, Pediatric: In bottles 
of 40 and 80 cc. Each 5-cc. teaspoonful 
provides 125 mg. V-Cillin K. 

V-Cillin® K (penicillin V potassium, Lilly) 


INDIANAPOLIS 6, INDIANA, U.S.A. 


833283 
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“This substance [Vitamin K,] 
has added greatly to the 
safety of anticoagulant therapy” 


reverse anticoagulant-induced hypoprothrombinemia 


VITAMIN 


the only available preparation chemically identical with naturally-occurring vitamin K,... 
“has a more prompt, more potent and more prolonged effect than the vitamin K analogues’? 


Dosage: Orally, to hodity anticoagulant effects: 5 to 10 mg. initially; 15 to 25 
_ mg. for more vigorous action. Intravenously, for antigoagulant-induced bleeding 
_ emergencies, 10 to 50 mg.; may be repeated as indieated by prothrombin time 

ay “response. (Some clinicians advise their patients to keep a supply of tablets on 
hand at all times; if gross bleeding oceurs, the patients are instructed to take 
10 mg. and phone the doctor.!) 


Supplied: Tablets, 5 mg., bottles of 100. Emulsion, each 1-cc. ampul con- 
tains 50 mg., boxes of 6 ampuls. 


Other indications: To normalize prothrombin time—before surgery, in 
obstructive jaundice, hepatic disease, impaired gastrointestinal absorption, 
deficiency of vitamin K in the newborn, and following the administration 
of antibiotics, sulfonamides, and salicylates. ‘Mephyton’ is a valuable 
addition to the physician’s bag for emergency use. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
Mephyton is a trade-mark of MERCK & CO., Inc. 


1. Wright, I. S.: Early use of anticoagulants in treatment of myocardial infarction, J.A.M.A. 163: 918-921, March 16, 1957. 


2. Council on Pharmacy and Chemistry: New and Nonofficial Remedies, Philadelphia, J. B. Lippincott Co., 1956, p. 505. 
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REPORT ON DIABINESE 


A New Advance in the 


Oral Treatment of Diabetes 


= 


= 
q 
; 


Your personal bound copy is 
available from your Pfizer 
representative. 


I izer) Science for the world’s well-being 


DOSAGE: IMPORTANT -— 
Patients should not be given 
starting doses in excess of 0.5 
Gm. daily. An initial dosage of 
250 mg. daily is recommended 
for geriatric diabetics. For full 
details see Section 8 of Report on 
Diabinese. 


SUPPLIED: 250 mg. tablets, 
scored; bottles of 60 and 250. 
100 mg. tablets, scored; bottles 
of 10 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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The meaning of DIABINESE (chlorpropamide) 
in oral hypoglycemic therapy 


An «udvance in potency 


An advance in duration of therapeutic activity 


Ww 
An advance in effectiveness over a wider range of patients 


Diabinese exerts a hypoglycemic effect within one hour, which becomes maxi- 
mal within three to six hours. It exhibits twice the potency of tolbutamide on 
acute administration and up to six times its potency on chronic administration. 
Most patients can be started on only 0.25 to 0.5 Gm. daily given as a single dose 
with breakfast. 


Diabinese has a longer biologic half-life than tolbutamide. Excreted slowly, 80 
to 90 per cent of one administration is eliminated in 96 hours. A single dose 
provides a therapeutic effect lasting 24 hours or longer. Since it remains in the 
blood as the active hypoglycemic material and is only gradually removed, 
Diabinese affords longer-lasting clinical benefit, with relatively constant blood 
levels, on low, once-a-day dosage. 


The enhanced potency and duration of effectiveness of Diabinese is reflected 
in its notable record of clinical success in properly selected patients. Ninety- 
four per cent of excellent responses'to Diabinese are in the most common group 
—the “maturity-onset” diabetics. Diabinese proved effective in 86.4 per cent of 
1,675 patients over 40 years of age. Good results have even been obtained in a 
significant number of “brittle” diabetics, as well as in many patients exhibiting 
primary or secondary failure with tolbutamide. 


DIABINESE 


once-a-day dosage 


Brana of chlorpropamide 


a MAJOR ADVANCE in the 
ORAL treatment of DIABETES 


*Trademark 
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ANTICONVULSANTS BY ABBOTT 


PEGANONE? A hydantoin of exceptionally low toxicity for grand mal and 
(Ethotoin, Abbott) ychomotor seizures. 


PHENURONE® Often effective where other therapy fails in grand mal, petit mal, 
(Phenacemide, Abbott) psychomotor and mixed seizures. 


GEMONIL* Relatively non-toxic, for grand mal, petit mal, myoclonic and mixed seizures 
(Metharbital, Abbott) sy» btomatic of organic brain damage. 


TRIDIONE! (Trimethadione, Abbott) Homologous agents for symptomatic control of petit mal, 
PARADIONE? (Paramethadione, Abbott) { myoclonic and akinetic seizures. 


POSTGRADUATE MEDICINE 


For the epileptic, treedom 
travel... and most of 
. today because of the ever-ir 
th epileptic the most precious 
A-48 
Bi i 


in over three years of clinical use 


in over 600 clinical studies 
AA 


FOR RELIEF ANXIETY 
AND MUSCLE TENSION 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or 


Miltown 


Supplied: 400 mg. scored tablets, 200 mg. sugar ‘gal ablet 
ay WALLACE LABORATORIES, New Brunswick, N. J. 


CM-7705 


RELIEVES PREMENSTRUAL TENSION 


A survey of 1000 women revealed that psychic and psychosomatic factors 
are responsible for most symptoms of premenstrual tension. 


In a one-year placebo-controlled study,’ Miltown 

gw relieved both emotional and physical symptoms in 78% of 42 patients. 

w was found “an [excellent] drug for repeated use, as in premenstrual 
tension.” 


Miltown causes no adverse effects on circulatory system, G.I. tract, 
respiration, mental faculties, motor control or normal behavior. 


Available in 400 mg. scored and 200 mg. sugar-coated tablets. Also available as MEPROSPAN* 
(200 mg. meprobamate continuous release capsules). 


1. Pennington, V. M.: Meprobamate e ® 
(Miltown) in premenstrual tension. i OW : i 
J.A.M.A. 164:638, June 8, 1957. 


meprobamate (Wallace) 


® 
WW) WALLACE LABORATORIES, New Brunswick, N. J. *TRADE-MARK 


> | 
= 
\ 
AT) 
? / a 
- 
j x i 
| 


ht Loss 
personal Wels 


art 


rmance ch 


Present waght. 
*s date 
Today 


week 
ourself each. pov joss pet 


in obesity management 
... the incentive plan 


YOUR PATIENT CHARTS HIS OWN 
PERFORMANCE LINE against your PREDICTION LINE 


In giving each patient his ten-week chart of predicted 
weight-loss, you provide weekly goals as incentives for 
adhering strictly to your prescribed diet. 


As the patient records his weight-loss performance 
week by week on the same chart, he experiences the 
satisfaction of achieving these goals you have set. 
And, equally important, he quickly sees the 
consequences of caloric overindulgence. 


Each packet of ten charts includes a calorie nomogram 
— a time-saver in determining predicted weight-loss 
on the reducing diet you prescribe. 


Exclusively for physicians —A professional service of the 
Florida Citrus Commission 
Lakeland, Florida 
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» * Lakeland, Florida 


Please send me complimentary packet of ten Weight-Loss Performance Charts. 


lo 


Name 


City. 
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in the management of the 


“symptom-complex’”’ constipation 


new 


e difficult-to-pass stools 


© infrequent defecation due to 
inadequate peristalsis 
inadequate bulk 


© or a combination of these symptoms 


for soft, easy-to-pass stools 


Colace 


Dioctyl sodium sulfosuccinate, Mead Johnson 


for predictable, yet gentle peristalsis 


Peri-Colace” 


Dioctyl sodium sulfosuccinate and anthraquinone 
derivatives from ara, Mead Johnson 


to provide bulk in the intestine...not in the stomach’ 


Celginace 


Calcium and sodium alginates and dioctyl sodium sulfosuccinate, Mead Johnson 


tablets € granules 


Celginace provides smooth, nonirritating ‘hydrasorbent’ bulk 
in the intestine, not in the stomach. Thus it gives bulk where 
bulk is needed...and avoids excessive gastric fullness and depres- 
sion of appetite. And because of superior water absorption and 
retention, Celginace provides an effective bulk in a dosage of 
only one to three tablets daily. 
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Mead Johnson 


Symbol of service in medicine 


new 


a comprehensive approach to the relief of constipation 


Combinace 


Calcium and sodium on, dioctyl sodium sulfosuccinate 
and anthraq from cascara, Mead Johnson 


|_| 
tablets granules 


When the patient presents a complex of symptoms, and com- 


As a service to you in 
instructing atients, 
bined therapy is indicated, Combinace provides (1) smooth, Advice on Constipation” 
nonirritating, ‘hydrasorbent’ bulk of alginates, (2) the predict- 
able, yet gentle peristaltic stimulation of Peristim* (3) the of anthraquinone 
moistening action of Colace. 


derivatives from cascara 
sagrada, Mead Johnson. 
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Again and again, a first choice 


for infection 


e urinary tract infections 


e upper respiratory tract infections 
with bacterial invasion 


e mixed infections 


e infections not readily diagnosed 


for action 


e attack in depth—both bactericidal 
and bacteriostatic 


e attack in breadth—against many common 
gram-positive and gram-negative organisms 


ns: 


oo 


on 


CONFORMS TO CODE 


for remission 


PEN-VEE SULFAS 


Tablets: Penicillin V (Phenoxymethy! Penicillin) and Sulfonamides Philadelphia 1, Pa. 
For Suspension: Benzathine Penicillin V and Sulfonamides 


Supplied: Tablets, bottles of 36. For Suspension, bottles of 2 fi. oz. upon reconstitution. Each tablet 
and 6-cc. teaspoonful contains 125 mg. (200,000 units) of penicillin Y (the suspension containing 
the benzathine salt of penicillin V) and 0.25 Gm. each of sulfadiazine and sulfamerazine. 
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RATIONAL 
ADJUNCT 
TO SURGERY 


Metabolic demands increase when the body is subjected to Each Capsule Contains: 


surgical procedures, burns, fractures and illness. Under such Thiamine Mononitrate (B:) 10 mg. 
circumstances, restitution of depleted vitamin reserves will Niacinamide 100 mg. 
accelerate body repair. STRESSCAPS provide essential water- Ascorbic Acid (C) 300 mg. 
Pyridoxine HCI (Be) 2 mg. 

soluble vitamins in a professionally accepted formulation. 
Folic Acid 1.5 mg. 

STRESSCAPS IN STRESS Calcium Pantothenate 20 mg. 
+ Infection « Physiologic Trauma « Endocrine Dysfunction -« Emotional Vitamin K (Menadione) 2 mg. 


Stress « Pre- and Postoperatively 


STRESSCAPS 


STRESS FORMULA VITAMINS LEDERLE 


Average Dose: 1-2 capsules daily. 


GE» LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U.S. Pat. Off. 
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EASIER ELIMINATION | 


DORBAN 


(1,8-dihydroxyanthraquinone) 


smooth, overnight action no 
Available in 75 mg. scored tablets and suspension. 


WHERE STOOL SOFTENING Is ALSO INDICATED 


DORBANTYL FORTE 


(Dorbane, 50 mg. +-dioctyl sodium sulfosuccinate, 100 mg.) * 


Double strength capsules for é 


DORBANTYL 


_ (Dorbane, 25 mg. + dioctyl sodium sulfosuccinate, 
_ For lower dosage and in children. . 
Available in capsules and suspension. ‘oe 
‘proportions proved bop 


(Marks, M. M.: Clin. Med. 4:151, 1 


UTICALS, INC.,. New 


Butazolidin® 


(phenylbutazone Geigy) 


... ina wide range of inflammatory 
indications 


arthritic - phlebitic - rheumatic 


Broad-Spectrum Efficacy: Over 1,000 published papers* attest to the efficacy of Butazolidin in a wide variety 
of arthritic and rheumatic indications. In a recent study,! Butazolidin proved to be especially effective in the 
management of rheumatoid spondylitis and gouty arthritis. Favorable results were also observed in rheumo- 


of an inflammatory nature. 

Confirmatory evidence from other areas of therapy include dramatic resolution of superficial thrombophlebitis.2 
Broad-Spectrum Clinical Benefits: Therapy with Butazolidin usually provides comprehensive symptomatic 
improvement. Relief of pain is effective and prompt in 75% of the patients. Early improvement of function and 
range of mobility are commonly reported. In acute cases there is a significant and early resolution of inflam- 
mation, effusion and spasm. ; 


H. M.; Lockie, 8. D. J: Am. 8:1 1957. 
be ie, ; Latena, $., and Riordan, Pract. & Digest Treat. 8:1758, 


* Complete bibliography furnished on request. 


BUTAZOLIDIN © (phenylbutazone Geigy): Red coated tablets of 100 


toid arthritis, osteoarthritis, the painful shoulder syndrome and miscellaneous other musculoskeletal conditions 1 || 
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original silhouette hand cut by Mochi 


to meet the threat of excess weight gait 
in your obstetrical patients 


specifically for weight reduction 


a controlled study of obesity in pregnancy, PRELUDIN .proved to 
and effective anorexigenic agent, harmless to the patient and her pregnanc, 
Fifty patients treated with PRELUDIN during the third trimester were held to: 
average weekly gain of 0.18 pounds as compared to 0.94 pounds in the untrea! 
group. Blood pressures remained within normal limits; no evidence of toxic’ 
- habituation or allergy was noted.? The effectiveness of PRELUDIN for weight cont 


in obstetrics has been confirmed by others 23 With PRELUDIN, there is noi 
th labor or aggravation of the common tensions of pregnancy. 


‘and Abitbol, M. M.: Obst. & Gynec. 11:463, 1958. (2) Bocci, A. and Dai 
Torino 9:15, 1957. (3) Roncuzzi, R.: Riv. ostet. € ginec. 11:734, 
Study 
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Serpasil® offers 
2 special 
advantages for 
hypertensive 
patients, 
report St. Paul 
clinicians 


Physicians in St. Paul, Minnesota, find these 
actions of Serpasil desirable for many hyper- 
tensive patients: 


1. Serpasil relieves the tachycardia that so 
often accompanies high blood pressure. 


2. Serpasil has a rather pronounced central 
effect which is beneficial when hypertension 
is associated with frank anxiety or tension. 


The experience of 450 physicians through- 
out the U.S. (interviewed during the course 
of a world-wide survey*) illustrates these 
advantages. Excellent or good overall re- 
sponse was reported in 74 per cent of 871 


patients who received Serpasil for hyper- 
tension with anxiety-tension; 80 per cent ex- 
cellent or good response was reported in 
261 patients treated with Serpasil for 
tachycardia. 


If your hypertensive patient exhibits marked 
anxiety-tension — or if his heart rate is up — 
why not give him the extra benefit of Serpasil 
therapy? 


C 1B A summer, ws. 


SERPASIL® (reserpine CIBA) 


*Complete information about the results of 
this survey will be sent on request. 2 /2600me 
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CHLOROTHIAZIDE 


FINNERTY, F. A., Buchholz, J. H. and Tuckman, J.: J.A.M.A. 166:141, 
Jan. 11, 1958. 


DIURIL (Chlorothiazide) given alone to 85 patients, ‘*. . . caused an excellent 
diuresis, with reduction of edema, weight, blood pressure, and albuminuria. . . . 

The average effective dose was found to be 1 Gm. per day by mouth. . . . The usually 
excellent response coupled with the absence of significant toxicity and lack of 
development of drug resistance makes chlorothiazide ideal for the prevention 

and treatment of toxemia.” 


DOSAGE: one or two 500 mg. tablets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


Diurit is a trademark of Merck & Co., Inc. 


©1958 Merck & Co., Inc. 


MERCK SHARP & DOHME Division of MERCK & CO., INc., Philadelphia 1, Pa. Qo) 
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Carnation Company announces 


a new ready-prepared infant formula 


based on the medical preference 


for evaporated milk 


Carnalae is Carnation Evaporated Milk with carbohydrate and Vitamin D 
added. Diluted with water, Carnalac provides the typical 


Carnation Evaporated Milk formula, as usually prepared at home. 


EASY TO SPECIFY-JUST ADD WATER 


New convenience and time-saving for busy doctors and mothers 


NOW ~2 WAYS TO SPECIFY CARNATION EVAPORATED MILK 


i. 2. 
for maximum ee for maximum 
convenience 


EVAPORATED and econom 
INCREASED 


BOTH PROVIDE THE UNIFORM HIGH QUALITY AND 
PROVEN PERFORMANCE OF CARNATION EVAPORATED MILK 
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make life more livable... 


the full anabolic benefits of androgen-estrogen therap 
plus vitamin-mineral supplementation 


DUMOGRAN provid @S... therapeutic amounts of Methyltestosterone (4.0 mg.), Ethiny] 
estradiol (0.008 mg.); protective amounts of Vitamins A, B,, Bo, 
Bg, By», folic acid, niacinamide, calcium pantothenate, C, D, E ev 


N E W ! and iron, iodine, copper, manganese, magnesium, zinc. 
e 


DUMOGRAN 


SQUIBB ANABOLIC HORMONES WITH VITAMINS AND MINERALS 


For both men and women: restores muscle tone - promotes emotional balance, mental acuity, 
i and a feeling of well-being and self-esteem in geriatric patients + corrects hormonal imbalance 
* controls the symptoms and sequelae of the climacteric . strengthens bone and relieves back- 
ache in many cases « relieves many ill-defined complaints. 
Bottles of 60 and 250 capsule-shaped tablets. Usual dosage: 2 tablets daily. 
also available: DUMONE (Squibb Methyltestosterone and Ethiny] Estradiol) — 


for convenient oral administration 


DELADUMONE (Squibb Testosterone Enanthate and Estradiol Valerate) — 
for long-acting intramuscular administration 


wy > 
SQUIBB SF Squibb Quality — the Priceless Ingredient 
SQUIBB 


“Dumogran’, ‘Dumone’ ® ond ‘Deladumone’ ® ore Squibb trademarks 
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first- choice 
antibiotic 
for any 
staph 

infection 


proven bactericidal antitletic providing: 
e Bactericidal —not merely 
bacteriostatic — action 


e Wide antimicrobial range...even against 
many heretofore resistant organisms 


e@ Rapid effect 
e High serum levels 
—‘‘leaves the least for the host to do’’ 


; 
— 
Now- 
. 
4 
| 
4 
— 
4 
1 ; 
\( Bristol ) || 


1,3, 5.6, 


11,29, 34,15 


Respisatory tract di 7 55 6 4 


1,2, 3,4,6, 7,8, 02, 13,24 


Urinary tract diseqses 204 148 ~ 5 
1, 2,.9, 5,9, 08,22, 19,14, to 

oft tissue infections 177 153 5 4 
14,15 

Septicemia 30 8 2 1 
1, 3. 5,8) 90, 19,94, 

15 9 - 2 
10; 14 

Bacterial endocarditis 8 4 2 
&, 5,6, 8,11, 12, 43, 14,18 


SYRACUSE, NEW YORK 


NUMBER OF 6008 FAIR RDETER- NO 
PATIENTS RESULTS RESULTS MINATE ME! 


12 


Indications: Indications for 

KANTREX include infections due 

to kanamycin-susceptible organ- 

isms, even many of those resistant to 
other antibiotics: 


Respiratory tract infections: Tracheitis, 

bronchitis, pneumonitis, bronchopneumo- 

nia, lung abscess, pleuritis, empyema, and 
bronchiectasis. 


Urinary tract infections: Acute and chronic 
pyelonephritis, and cystitis. 


Soft tissue infections: Wound infections, 
abscesses, cellulitis. 


Blood stream infections. 
Osteomyelitis. 


Dosage: Adults: Average daily intramuscular dose 
1 to 2 Gm. in 2 to 4 equally divided doses. 


Children: Average daily intramuscular dose 15 to 
30 mg. per Kg. in 2 to 4 equally divided doses. 


Precaution: 

Skin eruptions and signs of renal 
irritation (which disappeared on 
cessation of therapy) have been oc- 
casionally noted. In a few cases, signs 
of eighth nerve dysfunction (tinnitus, 
vertigo, loss of hearing) have been ob- 
served: (1) in patients with pre-existing 
renal insufficiency, (2) in patients receiving 
18 Gm. or more of KANTREX, and (3) in pa- 
tients over.45 years of age. Animal studies 
indicate that KANTREX has less auditory toxic 

potential than dihydrostreptomycin. 


Supply: Available in rubber-capped vials as a 
ready-to-use sterile aqueous solution in two concen- 
trations (stable at room temperature indefinitely) : 


KANTREX (kanamycin sulfate) 0.5 Gm. in 2 ml. volume. 
KANTREX (kanamycin sulfate) 1.0 Gm. in 3 ml. volume. 


Kantrex Sensitivity Discs and comprehensive 
literature available on request. 


References: 1. Bunn, P., Baltch, A., and Krajnyak, O., State Uni- 
versity of New York Upstate Medical School, Syracuse, N.Y.: Annals 
N.Y. Acad. Sci. In press. 2. Cronk, G. A., and Naumann, D. E., 
Dept. of Health and Preventive Medicine, Syracuse University, Syra- 
cuse, N. Y. /bid. 3. Davies, F. G., Marcy State Hospital, Marcy, N.Y. 
Ibid. 4. Dube, A. H., Edward S. Van Duyn Memorial County Hos- 
pital, _——— N.Y. Ibid. 5. Finegold, a M., Winfield, M. E., 
Aronsohn, R. B., Hewitt, W. L., and Guze, L. B., University of Cali- 
fornia Medical School, Los Angeles, Calif. Ibid. 6. Greey, P. H., and 
Wightman, K. J. R., University of Toronto, Toronto, Can. Ibid. 
7. Herrold, R. D., and Karabatsos, N., College of Medicine, Univer- 
sity of Illinois, Chicago. Jbid. 8. High, R. H., Sarria, A., and Huang, 
N. N., Temple University School of Medici Philadelphia. Ibid. 
9. Ichikawa, T., Medical Faculty, University of Tokyo, Tokyo, Japan. 
Ibid, 10. Katz, S., District of Columbia General Hospital, Washing- 
ton, D.C.: Personal communication. 11. Rutenburg, A. M., Koota, 
G. M., and Schweinburg, F. B., Harvard Medical School, Boston: 
Annals N.Y. Acad. Sci. In press. 12. Ruiz Sanchez, F., and Ruiz 
Sanchez, A., University of Guadalajara, Jalisco, Mexico. Ibid. 
13. White, A. + and Knight, V., School of Medicine, Vanderbilt Uni- 
versity, Nashville, Tenn. Jbid. 14. Yow, E. M., and Monzon, O. T., 
Baylor University College of Medicine, Houston, Tex. Ibid. 15. Yow, 
M. E., and Womack, G. K., Baylor University College of Medicine, 
Houston, Tex. Ibid. 
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are killed by this agent (KANTREX) 
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HIGHER, FASTER levels 


Pen-Vee° K 


Penicillin V Potassium, Wyeth 


LONGER levels 


timed release for long-lasting penicillin blood 
levels with only a single tablet q. 8 hours 


Pen-Vee° L-A 


Penicillin V, Crystalline, Wyeth LONG-ACTING 


PENICILLIN WITH INJECTION PERFORMANCE 


® 
Philadelphia 1, Pa. 


| 
| 
' 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


Whenever a diagnostic ‘‘tool” can give you 
some added advantage in better performance or 
wider usefulness — your own diagnostic skill is 
aided by more complete facts, and your time 
is saved through simpler, more convenient use. 
Each of these Sanborn instruments gives you just 
such added advantages. 

With the new Rappaport-Sprague Acoustic 
Stethoscope, sounds which are only faintly dis- 
cernible or at the threshold of audibility with 
conventional stethoscopes become clearly audi- 
ble, providing new assurance in auscultation. 
Equipped with five chest pieces for sensing and 
localizing sounds of various pitch, and three sets 
of ear pieces for proper fit, this new Stethoscope 
clearly reflects the results of ten years of re- 
search and investigation undertaken during 
its development. 

In the Visette electrocardiograph, true porta- 
bility in a clinically accurate ECG is now a 
practical reality. By its brief case size and 18- 
pound weight, the Visette lets you take ’cardiog- 
raphy to your patient — in his home, at the 


Give your 
diagnostic skill 


the advantage of 


MODERN 
instrumentation 


WISETTE 
ELECTROCARDIOGRAP 
$625.00 


PRICES DELIVERED 
CONTINENTAL U.S.A. 


hospital, at an industrial plant clinic, wherever 
the need exists. Modern electronic components 
—a new, much lighter galvanometer — design 
innovations ranging from pushbutton grounding 
and double-check standardization signals to 
fully automatic stylus stabilization as leads are 
switched — make the Visette the most conven- 
ient ECG you (and your technician) can use. 
And this first (and still the only) 18-pound 
’cardiograph is now being used by more than 
3000 doctors, both here and abroad. 

For the benefits modern instrumentation can 
give you and your patients —- by extending your 
diagnostic abilities and saving your time in 
day-to-day practice — ask your local Sanborn 
man for complete facts on these two unusual 
instruments. He will also be glad to tell you 
how you may use a Visette for 15 days in your 
own practice without cost or obligation, through 
the exclusive Sanborn ‘“Try-Before-Buying”’ 
plan. Call or write him soon — or address Inquiry 
Director at the main office in Waltham, Mass. 


SANBORN ©’ COMPANY 

MEDICAL DIVISION 175 Wyman Sereut, ¥ Waltham 54. Massachusetts 
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_ BREAKTHROUGH IN 


throughout the 

United States 

where thousands of © 
investigators helped | 
to make possible 
the advent of © 
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BREAKTHROUGH /IN DIABETES 


Just last year, a new chapter began in the treatment of diabetes: Orinase 
became available for general clinical practice. Today, more than 300,000 diabet- 
ics are enjoying the advantages of oral management. This extensive experience, 
reinforcing the findings of hundreds of investigators in research centers all over 
the United States, has confirmed that Orinase is both safe and effective in the 
majority of adult, stable diabetics. And we now know that the significance of 
Orinase goes even further. 


Before Orinase, research in diabetes was moving ahead slowly. Pathogenesis of 
the disease remained an enigma, and the mechanism of insulin action con- 
tinued to elude investigators. Nor was any explanation forthcoming for the 
different types of diabetes mellitus, the progressive nature of the disease, or 
for the wide range of insulin requirements. 


Clinically, too, there was much to be desired: the lifelong regimen of daily 
injections, the rigid meal schedules, and, above all, the constant threat of hypo- 
glycemia. To the patient, these meant a life centered around his disease; to the 
physician, the ever-present danger of complications. 


And now, one year after the introduction of Orinase, what has experience 
taught us? What has Orinase meant to practicing physicians, to patients, to 
investigators? What can we expect of the future? In briefest summary, this is 
where the evidence points: 


Diabetes mellitus does not appear to be a single pathological entity. There are 
several types of diabetes mellitus. The most common is “Orinase-positive” 
diabetes, in which administration of Orinase induces release and utilization of 
the patient’s endogenous insulin. 


In “Orinase-positive” diabetics, Orinase achieves better control than injections 
of exogenous insulin. 
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Facts and Figures 


NUMBER OF PATIENTS ON ORINASE: 


CRITERIA OF PATIENT SELECTION: 


INCIDENCE OF SIDE EFFECTS: 
(transitory skin rash, nausea, etc.) 


TOXICITY: 


ESSENTIAL CONDITION 
FOR RESPONSE TO ORINASE: 


PRIMARY MODE OF ACTION OF ORINASE: 


ONE YEAR AGO-1957 


Orinase was officially released for prescription 
on June 3, 1957. Prior to its release, it had 
been thoroughly and painstakingly tested in 
more than 20,000 patients. 


20,000 


Adult, stable diabetes 
(onset around 40 years of age) 


Only 3% 


None 


Functional pancreas 


Unknown 


Juvenile diabetes...brittle diabetes... history 

of coma, acidosis, or ketosis... fever... 

severe trauma...gangrene...diabetes adequately 
controlled by diet alone. 
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ONE YEAR LATER-1958 


Today, Orinase is a routine therapeutic agent in the management of 
hundreds of thousands of diabetics. Numerous clinical 

observations confirm its efficacy and have brought to light many new, 
additional benefits of Orinase therapy. 


Over 300,000 


Age: 40+ (at onset) 

Insulin: 40—(daily requirements) 

These are typical criteria for the candidate most likely to respond to Orinase. However, 
diabetics with an earlier development of the disease also deserve a careful trial with Orinase, 
because Orinase has been found effective in many of the 20 to 40 age-of-onset diabetics. 


Approximately 3% (side effects continue to be mild and transitory — 
drug withdrawn for these effects in only 1.6% 


None 


Functional beta cells of the pancreas 


In the presence of a functional pancreas, Orinase effects the production 
and utilization of native insulin via normal channels. 


Juvenile diabetes... brittle diabetes...history of coma, acidosis, or ketosis...fever... 
severe trauma...gangrene...diabetes adequately controlled by dietary restriction alone. 
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Objective advantages of Orinase 


Intensive diabetic research, stimulated by the introduction of Orinase, 
a has led many investigators to revise the very concept of diabetes as a 
& single clinical entity, and to coin the term “Orinase-positive” diabetes. 
Oral therapy of “Orinase-positive’ diabetics presents the following 
advantages: 


Better control of diabetes 
Orinase-responsive patients show more stable blood sugar levels and less glycosuria on 


Orinase than on insulin. Because Orinase acts via endogenous insulin, daily control of 


diabetes is smoother; “peaks and valleys” typical of exogenous insulin are leveled out. 


Greater freedom from hypoglycemia 
Patients on Orinase rarely experience hypoglycemic reactions. Even when hypoglycemia 
does occur, it is milder and more amenable to therapy than insulin (hypoglycemic) reactions. 


Side effects—few and minor 
Side effects attributable to Orinase occur in about 39% of cases, and only half of these 


necessitate withdrawal of Orinase. Most common are skin rashes or mild G. I. upsets. 


No known toxicity 
Careful observations of large series of patients maintained on Orinase for more than two 
years revealed no damage to the liver, blood, kidneys, or pancreas. Orinase is not goitrogenic. 


Painless management of diabetes 
Simple, easy, oral administration eliminates subcutaneous fat atrophy and frequent allergic 


reactions to insulin. 


No increase in insulin requirements 
Even after prolonged Orinase therapy, patients scarcely ever show any increase in insulin 
requirements. In fact, such increase on Orinase is less common than on insulin. 


No impairment of diabetic status 
Orinase therapy does not aggravate the underlying diabetic pathology. In some cases, there 


: may be an actual improvement or even a remission. 
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BETTER CONTROL OF 
DIABETES WITH ORINASE 


NO INCREASE 


Change in average insulin 
requirements of 30 diabetics 
resuming insulin after 

1-15 months on Orinase 


QUALITY OF DIABETIC CONTROL IN 100 PATIENTS 
ON ORINASE COMPARED WITH CONTROL ON INSULIN‘ 


Control rating: 


IN INSULIN REQUIREMENTS ON ORINASE’ 


Change in average 
insulin requirements 

of 100 diabetics after 
one year of insulin alone 


before 
Orinase 


after 
Orinase 


32.9 
units 


32.5 
units 


2. Based on the data of Pfeiffer, E. F.: J. Endocrinol. 15:xIviil (June) 1957. 
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Requirements 
one year later 


Requirements 
at the start 


41.8 
units 


33.5 
units 


1. Based on the data of McKendry, J. B. R.; Kuwayti, K., and Sagle, L. A.: Canad. M. A. J. 77:429 (Sept. 1) 1957. 
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Subjective advantages of Orinase 


‘The extreme satisfaction of patients whose conditions are now 


controlled with tolubutamide is immeasurable.” 
Breneman, J. C.: J.A.M.A. 164:627 (June 8) 1957. 


ORINASE HELPS TO CORRECT MAJOR DISLOCATIONS IN THE LIFE PATTERN OF DIABETICS 


Orinase tends to restore emotional balance 

Diagnosis of diabetes, usually coming late in life and carrying with it a long sentence of 
daily fear and anxiety, profoundly upsets the emotional balance of the average patient. 
Adjustment to radical changes in daily living is difficult. Daily injections, special meal 
schedules, and new limitations on activities make the patient feel “set apart.” Oral therapy 
simplifies life, brings it closer to normal, helps restore a cheerful, hopeful outlook. 


Sense of personal freedom regained on Orinase 
No longer tied to a refrigerator, sterilizing apparatus, nearest restaurant, and rigid sched- 
ules, a diabetic on Orinase can enjoy travel and a variety of personal activities, free from 
the tyranny of the clock and the threat of hypoglycemia. 


Orinase makes diabetes easier on the patient’s family 
With no dependence on members of the family for diabetic care, the patient can resume a 
more normal place in the family circle. 


Orinase permits occupational continuity 

Because of the hazards of hypoglycemic shock, some diabetics are forced to give up their 
customary occupations, or must limit and curtail their working hours—as may be the case 
with traveling salesmen, business executives, and others with unpredictable work schedules. 
On Orinase, patients usually can continue their normal occupations. 


Normal social life made possible by Orinase 

“Orinase-positive” diabetics can visit their friends, without the embarrassing necessity of 
meals at special hours...can participate in community life and social events in a more 
normal fashion. 


Stability and sense of well-being on Orinase 
Patients report an increased sense of stability and well-being... they are less irritable...their 
mood and outlook are improved. 
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ADDED ADVANTAGES OF ORINASE IN DIABETICS WITH SPECIAL PROBLEMS 


| 


+ 


IN THE DIABETIC WITH CARDIOVASCULAR 
COMPLICATIONS, Orinase helps avoid 
superimposed hypoglycemic stress 


IN THE OBESE DIABETIC, Orinase helps 
reinforce dietary discipline 


IN THE DIABETIC WITH FEAR OF INJEC- 
TIONS, Orinase affords greater equa- 
nimity through oral control 


IN THE DIABETIC WITH HYPERTENSION, 
Orinase reduces the pressure of rigid 
schedules 


IN THE DIABETIC WITH TREMOR, Orinase 
overcomes the possibility of inaccurate 
self-injection 


IN THE DIABETIC WITH IRREGULAR WORK- 
ING HOURS, Orinase removes the “tyr- 
anny of the clock” from the patient's 
therapeutic regimen 
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A New Life in THE 


J.D.-FEMALE-AGE 32 


Jane D., a successful commer- 
cial artist, now 32 years of age, 
had a sudden onset of diabetes 
in her early twenties after go- 
ing through what seemed an 


unduly prolonged and difficult 
recovery from a severe infec- 
tion. At that time, she also 
experienced concomitant emo- 
tional upsets. When the diag- 
nosis of diabetes was confirmed 
by a fasting blood sugar of 
230 mg. per 100 cc. and 4 plus 
sugar in the urine, Jane was 
placed on 40 units of NPH 
insulin in the morning, and 5 
units at night to prevent noc- 


turnal hyperglycemia. She was 
ordered to maintain arestricted 
diet. Good control was estab- 
lished after a few hypoglycemic 
episodes secondary to disrup- 
tion of her meal schedule. 
When she returned to her 
drawing board after her illness 
and began her diabetic regi- 
men, Jane found that her abil- 
ity to function was impaired. 
She “felt ashamed” of her dia- 
betes and refused to discuss it 
with anyone. She described 
herself as “limited emotion- 
ally” in both her business and 
social life. She “cheated” on 


— 

her diet and suffered accord- 
ingly, physically and psycho- 
logically. Because her work as 
an artist required her to con- 
form to demands of clients for 
business meetings at odd hours 
and to complete assignments 
on rigid deadlines, she found 
herself under increasingly 


ORINASE 


EPOCH 


severe tensions. These, and her 
somewhat exaggerated fears of 
possible hypoglycemic reac- 
tions, carried over into her 
social activities as well. 


The transfer to Orinase 


Ten months ago, Jane’s physi- 
cian successfully transferred 
her from insulin to oral con- 
trol with Orinase, establishing 
excellent balance on 0.5 Gm. 
t.i.d. Although she had become 
inured to ‘her insulin injec- 
tions, she found other factors 
in the oral medication provid- 
ing definite advantages: less 
effort; emotional release from 
many of her former fears and 
tensions; greater freedom to 
work on. irregular schedules; 
and ability to confront possible 
disruption of her mealtime. 

Jane D. now leads a more 
normal existence. She is able 
to work consistently despite 
her irregular schedule. She is 
more relaxed in all her activ- 
ities, and finds that her “con- 
sciousness of diabetes” has 
been virtually eliminated. 
This case, illustrating some of 
the changing aspects of dia- 
betes control offered by oral 
management, is based on actual 
clinical data. 
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THE 
ORINASE 


EPOCH 
BREAKTHROUGH FOR THE PATIENT 


A more normal, more secure life for the majority of diabetics. 


BREAKTHROUGH FOR THE PHYSICIAN 


Smoother control, free from the danger of hypoglycemic shock. 


BREAKTHROUGH FOR METABOLIC INVESTIGATORS 


New stimulus and new evidence in searching for the final 
answers to diabetes. 
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tients, hospitali 
commen 


laboratory studies. 
initial period, the patient s 
report to the physician daily, 
and for the first month at least o 
weekly for physical examination 
determination. After 
rst month, the patient — 


evelop a careless attitude (“cheat 
4 on his diet, for example) 
It in serious const equen 


"may begin therapy as follows: 
— reduce insulin beyond t 
if he does not feel as well as usual. 


IN. MENORRHEA... 


In gynecologic disorders amenable to 
progestational therapy, the clinical effects 

of injected progesterone can now be 
produced by small oral doses of NORLUTIN. 

In amenorrhea for example, 10-20 mg. daily 

for 5 days—after estrogen priming —will induce 

“...a prompt temperature rise and withdrawal 
bleeding 24-72 hours after medication is stopped,”? 


CASE SUMMARY? Amenorrhea of four years’ duration 

in a 24-year-old married woman. A course of 10 mg. 
NORLUTIN, twice daily for five days, was followed after 

three days by menses. When no spontaneous menstruation 
occurred during the following 35 days, this treatment was repeated 
and again induced menses. Using ethisterone, similar results were 
unobtainable in this patient. 


INDICATIONS FOR NORLUTIN: Conditions involving deficiency of pro- 
gesterone such as primary and secondary amenorrhea, menstrual irregularity, 
functional uterine bleeding, endocrine infertility, habitual abortion, 
threatened abortion, premenstrual tension, and dysmenorrhea. 


oral progestational agent with unexcelled potency and unsurpassed efficacy 


PACKAGING: 
5-mg. scored, tablets, bottles of 30. 


REFERENCES: 

(1) Greenblatt, R. B., & Jungck, E. C.: J.A.M.A. 166:1461 (Mar. 22) 1958. 

(2) Hertz, R.; Waite, J. H., & Thomas, L. B.: Proc. Soc. Exper. Biol. & Med. 91:418, 1956. 

¢ 
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' .Brand of Dimethoxanate hydrochloride SYR U P 
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SPECIFIC ANTITUSSIVE... 
“COTHERA” moderates intensity and frequency of coughing 
through a selective action apparently on the medullary cough center 
. .. subdues but does not abolish the cough reflex. The natural reflex 
for removal of secretions is retained. 


ACTS WITHIN MINUTES—LASTS FOR HOURS... 

“COTHERA” provides a local anesthetic and soothing demulcent 

action to induce almost immediate relief of ‘sandpaper’ throat and 

‘annoying tickle’. . . followed by sustained moderation of the cough 

reflex, lasting for four to six hours and frequently throughout an 
entire night with one dose. 


NON-NARCOTIC... 

“COTHERA” is nonaddictive; does not cause respiratory depres- 
sion, gastric irritation, or constipation. It is well tolerated by chil- 
dren and elderly patients, even after continued use. (Antitussive 
action is equal to 14 gr. codeine per teaspoon dose.) 


GUARDS AGAINST BRONCHOSPASM... 
“COTHERA” exerts a mild musculotropic spasmolytic action tend- 
ing to protect against possible harmful effects and cough-aggrava- 
tion of bronchospasm. 


CHERRY-FLAVORED... 
“COTHERA” is completely acceptable to all age groups. 


Indications: ““COTHERA” Syrup is specifically indicated for irritating, 
useless, or chronic coughs such as those associated with the common cold, 
children’s diseases, excessive smoking. It may be used safely for short- 
term or prolonged treatment. 


Dosage: Adults and children over 8 years—1 to 2 teaspoonfuls (25-50 
mg.) three or four times daily. Children, 2 to 8 years—l4 to 1 teaspoonful 
three or four times daily. 


Supplied: 25 mg. per 5 cc. (teaspoonful), bottles of 16 fluidounces and 
1 gallon. 


Ayerst Laboratories New York 16, N. Y.* Montreal, Canada 
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announcing 
new topically superior 


now available 
for topical application in dermatotherapy 


Kenalog (triamcinolone acetonide) is a new synthetic corticoid compound with powerful 
anti-inflammatory and antipruritic action. Developed by the Squibb Institute for Medical 
Research, and evaluated during preliminary clinical trials in over 1,000 patients, Kenalog 
used topically has demonstrated its greater effectiveness in controlling most common 
dermatoses.' Symptoms of itching and burning are dramatically relieved after topical application 
of Kenalog.'? A superior agent for both acute and chronic dermatoses, its greater 
anti-inflammatory action is most clearly apparent in the treatment of chronic, therapeutically 
refractory conditions, such as chronic eczematous dermatitis.» Complete resolution is often 
obtained with Kenalog where other topically applied steroids have failed.* 


Kenalog in ointment, cream or lotion form may be used for treatment of a wide variety of dermatoses including 


Atopic dermatitis Seborrheic dermatitis Lichen simplex chronicus 
Contact dermatitis Insect bites Exfoliative dermatitis 
Eczematous dermatitis Pruritus ani Stasis dermatitis 
Neurodermatitis Pruritus vulvae Nummular eczema 


Kenalc 
comm 


In dot 
Kenal 


Invest 
Goodn 
Smith 
Fitzpa 
Lerner 


Kena! 
studie 
there 


1. Repo 
2. Howe 
3. Good 
Smit 
5. Fitzp 
6. Lern 
7. Robi 
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on 


luding: 


nti-inflammatory steroid 


Kenalog safely and effectively provides for prompt symptomatic relief as well as control of many 
common dermatologic disorders.'” 


In double-blind tests in 309 patients comparing 0.1% Kenalog and 1.0% hydrocortisone, 
Kenalog exhibited superior anti-inflammatory, antiallergic and antipruritic activity. 


Hydro- 

Total Kenalog cortisone Neither Equally 
Investigator Cases Superior Superior Effective Effective 
Goodman? 50 32 3 15 
Smith et al.* 109 75 3 3 28 
Fitzpatrick et al.5 120 61 5 54 
Lerner® 30 20 4 1 | 

309 188 15 4 102 


Kenalog is extremely well tolerated locally. No systemic toxicity has been observed in clinical 
studies, published and in progress, involving over 1,000 patients.'* Metabolic studies show that 
there is no electrolyte disturbance when Kenalog is applied topically.'*> 


Reports to the Squibb Institute for Medical Research. Supply 

Howell, C. ry by Clinical Research Notes 1:5 (Oct.) 1958. Kenalog cream, 0.1% — 5 Gm. and 15 Gm. tubes. 
Goodman, i bottl 
Smith, J.'G.: in 6. Kenalog lotion, 0.1% — 15 cc. plastic squeeze jes. 


Kenalog ointment, 0.1% — 5 Gm. and 15 Gm. tubes. 


Fitzpatrick, T.; W., and Walker, S. A.: ibid. p. 12. 
Lerner, A. B.: ibid 
Robinson, R. C. V.: Bull. School of Med., U. Maryland 43:54 (July) 1958. 


NOW 


9a-fluoro-16a, 17a 
-isopropylidene-dioxy 
- Z,-1-hydrocortisone 


Triamcinolone Acetonide 
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“...the most effective available 
colonic anticholinergic drug.’ 


TABLET 


plain or with phenobarbital 
For the 


“'..relieves or reduces diarrhea, distention 
and pain in many patients with functional 
and organic colon disorders.” 


CANTIL (plain)—each scored tablet contains 25 mg. 
of CANTIL. Bottles of 100 yellow compressed tab- 
lets. CANTIL with Phenobarbital — each scored tablet 
contains 25 mg. of CANTIL and 16 mg. of pheno- 
barbital (warning: may be habit forming). Bottles 
of 100 cocoa-brown compressed tablets. CANTIL is 
the only brand of the postganglionic parasympa- 
thetic inhibitor N-methyl-3-piperidyl-diphenylgly- 
colate methobromide. 


A-104. 


(1) Kieckner, M. S., Jr.: J. Louisiana M. Soc. 108:359, 1956. 
(3) Settel, E.: J. Am. Geriatrics Soc. In press. (4) Jefferson, N. C., and Necheles, H.: J. Urol. 76:651, 1956. (5) Necheles, H., 
and Kirshen, M. M.: The Physiologic Basis of Gastrointestinal Therapy, New York, Grune & Stratton, Inc., 1957, p. 88. 


relief for localized or generalized G.I. disorders 


rapid, prolonged relief 
throughout the tract 


TABLET 


TRIDAL 


(DACTIL + PIPTAL in one tablet) 


A cholinolytic of choice,? TRIDAL relieves 
pain and spasm, normalizes motility and 
secretion. It is rapidly and dramatically 
effective in pylorospasm, peptic ulcer, hiatus 
hernia, biliary dyskinesia, chronic pancre- 
atitis.3 

Each TRIDAL tablet contains 50 mg. of the visceral 
eutonic DACTIL® (the only brand of piperidolate 
hydrochloride) and 5 mg. of the anticholinergic 
PIPTAL® (the only brand of pipenzolate methyl- 
bromide). Bottles of 50 compressed, white tablets. 


CANTIL and TRIDAL are distinguished by unusual 
freedom from urinary retention, blurred vision, dry 
mouth.?-5 


(2) Riese, J. A.: Am. J. Gastroenterol. 28:541, 1957: 


LAKESIDE 
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INTRAMUSCULAR iRON-DEXTRAN COMPLEX 


any hematinic other than the intramuscular dose of iron, His 
initial concentration of hemoglobin measured 5,8 gm. per 
100. cc. of blood and in spite of operation [hemorrhoidectomy] 
and. further loss of blood the concentration increased to 
12.2 gm. within Jess than 3 weeks. Concomitantly with the 
hematologic improvement there was clinical improvement 
and subsidence of the initial primary symptoms [unusual 


of 5.3 per cent on the seventh day, and a complete disap- 
pearance of the anemia and conversion from hypochromic 
to normochromic cells by the end of two months. She expe- 
rienced remarkable improvement.in pep and sense of well- 
being coincident with the alleviation of her anemia.”? 


(1) Hagedorn, A. B.: Proc. Staff Meet, Mayo Clin. 32:795 (Dec. 11) 1957. 
(2) Best, W. R.; Louis, 2, and Limarzi, L. Ra M. Cline North America 
iJan.) 1958, p. 3. 


Supplied: 2-cc. and 5-cc, ampuls, boxes of 4, Physician’s directions in 
every box. There are 50 mg. of elemental iron per cc. Request brochure 
NDA-17, imferon, 


IMFERON® is distributed by Lakeside Laboratories, Inc., under license 
from Benger Laboratories, Limited. 
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could you 
detect 
the uveitis patient on 


Medrol? 
e rO e Probably not. Not without a history. 


First, because he’s more than likely symptom-free. 


Second, because he shows none of the disturbing changes in appearance, 
behavior or metabolism sometimes associated with corticotherapy. 


Even your practiced clinical eye would find it difficult 
to spot someone else’s Medrol patient. 


Medrol 
But in your own patients, you could see the advantages the disease, 
of Medrol right away. Why not try it? — = 


Company, Kalamazoo, Michigan eADEMARK, U.S. PAT. METHYLPREDNISOLONE, UPJOHN 
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the flavor of fruit 


and a broad spectrum antibiotic 


SUMYCIN 


TETRACYCLINE 
syrup / aqueous drops 


new Sumycin Syrup 


An aqueous tetracycline suspension, 
phosphate potentiated, containing 
_ 125 mg. tetracycline (hydrochloride 
equivalent) per 5 cc. teaspoonful. 
60 cc. bottles 


new Sumycin Aqueous Drops 


An aqueous tetracycline suspension, 
phosphate potentiated, containing 
100 mg. tetracycline (hydrochloride 
equivalent) per cc. 
10 cc. bottles with the new, unbreakable 
‘FLEXIDOSE’ DROPPER 


Tetracycline phosphate 
complex equiv. to 


... delicious aqueous 


suspensions to assure 
patient acceptance 


Also available: tetracycline HCl (mg.) Packaging: 
for effective Sumycin Capsules 250 mg. per capsule Bottles of 16 and 100 
* i 5 mg. s of 16 and 100 
tetracycline therapy —.” Strength 125 mg. per capsule Bottles of 16 an 
... children especially Sumycin Intramuscular —-250 mg. per vial 1 dose vials 
‘ with Xylocaine* 
will like their Sumycin Intramuscular —_100 mg. per vial 1 dose vials 


with Xylocaine* 


tasty fruit flavor 


Squibb Quality — the Priceless Ingredient 


“sumycin ® ano 'FLEXIDOSE’ ARE SQUIBB TRADEMARKS *T.m. ASTRA PHARMACEUTICAL PRODUCTS, INC. FOR LIDOCAINE 
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MORE EFFICIENT THAN 
PREDNI-STEROIDS ALONE 


ATARAXOID 


‘TOTAL PATIENT’ THERAPY 


EFFECTIVELY 
CONTROLS anxiety- 
tension-induced exacer- 
bations and emotional 
factors through the safe 
tranquilizer and muscle- 
relaxant! effects of 
hydroxyzine. Potentiates 
the action of prednisolone, 
markedly improving 
degree of response, 
sometimes doubling 
dosage efficiency, and 
permitting lower 
dosages.2“ The unique 
anti-secretory action® 

of hydroxyzine also 
minimizes corticoid- 
induced gastric reactions. 


1. Hutcheon, D. E., et al.: 
Paper presented at Am. Soc. 
Pharmacol. & Exper. Therap., 
Nov. 8-10, 1956, French Lick, 
Ind. 

2. Johnston, T. G., and Cazort, 
A. G.: Clin. Rev. 1:17, 1958. 

3. Warter, P.J.: J. M. Soc. 

New Jersey 54:7, 1957. 

4. Individual Case Reports to 
Medical Dept., Pfizer 
Laboratories. 


5. Strub, I. H.: To be published. 


prednisolone-hydroxyzine 


SUPPLIED: 


ATARAXOID 5.0 


scored green tablets, 5.0 mg. 
prednisolone and 10 mg. 
hydroxyzine hydrochloride, 
bottles of 30 and 100. 


ATARAXOID 2.5 


scored blue tablets, 2.5 mg. 
rednisolone and 10 mg. 
ydroxyzine hydrochloride, 

bottles of 30 and 100. 


ATARAXOID 1.0 


scored orchid tablets, 1.0 mg. 
ae and 10 mg. 

ydroxyzine hydrochloride, 
bottles of 100, 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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ONE Peptic-Ulcer Formula... 


Ever since the discovery of the therapeutic properties of aluminum hydroxide 
gel, Wyeth has been a pioneer in development of medicaments for peptic ulcer. 
Now, Wyeth research presents ALUDROX SA. 

ALuDROX SA benefits the peptic-ulcer patient by providing complete medical 
management in one preparation. It relieves his pain, reduces his acid secretion, 
calms his emotional distress, promotes ulcer healing. 


ALUDROX SA incorporates ambutonium bromide, an important new anti- 
cholinergic, to reduce gastric secretion and motility without significant side- 
effects or toxicity on therapeutic dosage. 


For long- or short-term management—anticholinergic, sedative, antacid, 
demulcent, anticonstipant .. . 


SUSPENSION TABLETS 


® aa SUPPLIED: SUSPENSION, bottles of 12 
fl. oz. TABLETS, bottles of 100. Each tea- 
spoonful (5 cc.) and tablet contains 2.5 mg. ® 
of ambutonium bromide and 8 mg. of buta- Philadelphia 1, Pa. 


: ‘ barbital in combination with aluminum 
Aluminum Hydroxide Gel with Magnesium Hydroxide, hydroxide and magnesium hydroxide approximately equiva: 
Ambutonium Bromide, and Butabarbital, Wyeth lent to 1 teaspoonful of aluminum hydroxide gel and 4% 
teaspoonful of milk of magnesia. Also available: Tablets 
Sedative and anticholinergic Ambutonium Bromide, 10 mg., bottles of 100. 
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8-12 Hour Cough Control with a Single Dose 


A 'Strasionic’ Antitussive » Dihydrocodeinone Resin —Phenyltoloxamine Resin 


Stop Useless Debilitating Cough of 


Acute respiratory infections Postnasal drip Pulmonary TB 
Chronic sinusitis Bronchiectasis Pulmonary TB with cold 
Pharyngitis Bronchogenic carcinoma Cigarette hack 
Bronchitis Cardiac decompensation Measles 


Natural Protection of Cough Mechanism 
Not Impaired 


Over 12,000 Clinical Observations Demonstrate 
Effectiveness 


(1) Chan, Y.T. and Hays, E.E., The American Journal of the Medical 
Sciences, August 1957; 


(2) Townsend, E.H., Jr., The New England Journal of Medicine, 
January 9, 1958; 


(3) Cass, Leo J. and Frederik, W.S., Annals of Internal Medicine, 
July 1958. 


2 oz. 


Adults: 
TUSSIONEX ° 1 tsp. or tablet q 12h 
liquid... Children: 
ca SIX Gay year... teaspoon q 12h 
teaspoong 12h 
su | 
PPly Over 5 years ....... 1 teaspoong 12h 


Each teaspoonful (5c.c.) or tablet Tussionex provides 5 mg. 
dihydrocodeinone and 10 mg. phenyltoloxamine as resin complexes 


Rx only. Class B taxable narcotic. 
12 TUSSIONEX® tablets... 
a six day supply 


For Literature, Write (* 


STRASENBURGH 


Originators of ‘Strasionic’ (sustained ionic) Rel sae 
R. J. STRASENBURGH CO., ROCHESTER, N. Y., U.S.A. 
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His friend means well, as friends always do. But his 
theories for the control of dandruff are constructed 
mostly from mail order advices, hints from his barber 
...and intuition. The sad part of it is that neither one 
of them thinks to mention it to his doctor. They simply 
don’t realize that dandruff—a medical problem—needs a 
medical answer. That’s when a word from you, and a pre- 


scription for Selsun, will be most appreciated. LGGott 


(Selenium Sulfide, Abbott) 


an ethical answer to a medical problem 


© 1958, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


> TP; f tting bad advice about his dandruff 
> | Picture of a man getting bad advice about his dandru = 
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2 IBEROL FILMTABS A DAY SUPPLY: 


THE RIGHT AMOUNT OF IRON 


Ferrous Sulfate, U.S.P............. 1.05 Gm. 
(Elemental lron—210 mg.) 


PLUS THE COMPLETE B COMPLEX 


BEVIDORAL® 1 U.S.P. Unit (Oral) 

(Vitamin 8,2 with Intrinsic Factor Concentrate, Abbott) 

Liver Fraction 2, N.F............... 200 mg. 
7 Thiamine Mononitrate................ S mg. 

Pyridoxine Hydrochlioride............ 3 mg. 

Calcium Pantothenate................ S mg. 

PLUS VITAMIN C 


another indication for 


potent antianemia therapy 


plus the complete B-complex Obbott 
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Low dose, 


Safer 


ADULTS: 


CHILDREN: 20 Ibs 
40 Ibs 
80 Ibs 


MADRIBON™™- 
— brand of 
2,4-dimethoxy- 
6-sulfanilamido- 
1,3-diazine 
ROCHE — Reg. 
U.S. Pat. Off. 


December 1958 


respiratory infections 


A completely 
new antibacterial | 


24-hour action 


References: 1. E. H. Townsend and 
A. Borgstedt, Paper read at the Sixth 
Annual Symposium on Antibiotics, 
Washington, D.C., October 15-17, 1958. 
2. S. Ross, J. R. Puig and E. A. 
Zaremba, Paper read at the Sixth 
Annual Symposium on Antibiotics, 
Washington, D.C., October 15-17, 1958. 
3. W. A. Leff, Paper read at the 

New Jersey Chapter of the American 
Federation for Clinical Research, East 
Orange, N. J., September 17, 1958. 

4. W. P. Boger, Paper read at the Sixth 
Annual Symposium on Antibiotics, 
Washington, D.C., October 15-17, 1958. 


adribon 


The above dosage should be doubled in severe infections 
requiring more intensive therapy. Continue therapy for 5 to 7 
days, or until patient is asymptomatic for at least 48 hours. 


realistic therapy in 


Tablets, 0.5 Gm 


TABLETS SUSPENSION (teasp.) Suspension, 0.25 Gm/teasp. 
initiall . 24h. initiall . 24h. 

Be 13 Caution: The usual precau- 
2 1 4 2 tions in sulfonamide therapy 
should be observed, including 
1 the maintenance of adequate 
1 Y 2 1 fluid intake. If toxic reac- 
tions or blood dyscrasias oc- 
2 1 4 2 cur, use of the drug should 


be discontinued. As is true 
of all sulfonamides, Madribon 
is probably contraindicated 
in premature infants. 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc « Nutley10 « N.J. 
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Oatmeal 


Merits 


Preference 


The large number of breakfast cereals avail- 
able may well give the erroneous impression that 
they are all more or less alike, and that the 
choice of one over the other is merely for the 
sake of variety. 


Nothing could be further from the truth. 


Oatmeal merits its position as a breakfast 
cereal widely recommended by physicians be- 
cause it presents notable advantages. 


First, oatmeal is known to provide more good 
quality protein than any other whole-grain 
cereal. 


Next, oatmeal requires no fortification; it 
ranks highest among whole-grain cereals in thia- 
mine and is significant in its content of other B 
vitamins and important minerals. 


Just as important to the physician who pre- 
scribes a cereal food is oatmeal’s inviting warmth, 
; its delicious nut-like flavor, its ease of digestion, 

pra and the ready availability of its contained nutri- 
meal offered by The Quaker ents. Whether it be for an infant’s first solid 
feeding ...for the geriatric patient...for patients 
the Quick (cooks in one min- with gastrointestinal problems...and in many 
ute) and the Old-Fashioned other situations, oatmeal makes a real contribu- 


varieties which are of equal : Lae 
nutrient value. tion to the day’s nutritional needs. 


The Quaker Oats @mpany 


CHICAGO 
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M RCK SHARP & DOHME proudly presents the crowning achievement of the first corticosteroid decade 


DEBADRON (dexamethasone) —a new and unique compound, 


} ew order of magnitude in corticosteroid therapy! — 
‘ 
t 
a 
. 


da 


order 
magnitude 


References: 

1. Boland, E. W.: California Med. 
88.417 (June) 1958. 2. Bunim, J. J., et 
al.: Arthr. & Rheum. 1:313 (Aug.) 1958 
3. Boland. £. W., and Headley, N. E.: 
Paper read before the Am. Rheum. 
Assoc., June 21, 1958, San Francisco, 
Calif. 4. Bunim, J. J., et al.: Paper read 
before the Am. Rheum. Assoc., 

June 21, 1958, San Francisco, Calif. 


in anti-inflammatory potency 


DECADRON “‘possesses greater anti-inflammatory potency 
per milligram than any steroid yet produced,’’' and is 

‘the most potent steroid thus far synthesized.’’? Milligram for 
milligram, it is, on the average, 5 times more potent than 
6-methylprednisolone or triamcinolone; 7 times more 

potent than prednisone; 28 times more potent than 
hydrocortisone; and 35 times more potent than cortisone. 


in dosage reduction 


Thanks to this unprecedented potency, DECADRON is 
‘highly effective in suppressing the manifestations of 
rheumatoid arthritis when administered in remarkably small 
daily milligram doses.’’* In a number of cases, doses as 

low as 0.5-0.8 mg. proved sufficient for daily maintenance. 
The average maintenance dosage in rheumatoid arthritis 

is about 1.5 mg. daily. 


in elimination and reduction of side effects 


Virtual absence of diabetogenic activity, edema, sodium or 
water retention, hypertension, or psychic reactions has been 
noted with DECADRON.".2.3,4 Other ‘‘classical’’ reactions 

were less frequent and less severe. DECADRON showed no 
increase in ulcerogenic potential, and digestive complaints were 
rare. Nor have there been any new or “‘peculiar” side effects, 
such as muscle wasting, leg cramps, weakness, depression, 
anorexia, weight loss, headache, dizziness, tachycardia, or 
erythema. Thus DECADRON introduces a new order of 
magnitude in safety, unprecedented in corticosteroid therapy. 


in therapeutic effectiveness 


With DECADRON, investigators note ‘‘a decided intensification 

of the anti-inflammatory activity’’* and antirheumatic potency.* 
Clinically, this was manifested by a higher degree of improvement 
in many patients previously treated with prednisteroids,* 

and by achievement of satisfactory control in an impressive 
number of recalcitrant cases.*.* 


in therapeutic range 


More patients can be treated more effectively with DECADRON. 
Its higher anti-inflammatory potency frequently brings 

relief to cases resistant to other steroids. Virtual freedom 

from diabetogenic effect in therapeutic dosage permits 
treatment of many diabetics without an increase in insulin 
requirements. Absence of hypertension and of sodium and 

fluid retention allows effective therapy of many patients 

with cardiovascular disorders. Reduction in the incidence and 
severity of many side effects extends the benefits of 

therapy to numerous patients who could not tolerate other 
steroids. And a healthy sense of well-being, reported by nearly 
all patients on DECADRON, assures greater patient cooperation. 
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To treat more patients more effectively 
in all allergic and inflammatory disorders 
amenable to corticosteroid therapy 


DOSAGE AND ADMINISTRATION 
With proper adjustment of 
dosage, treatment may ordinarily 
be changed over to DECADRON 
from any other corticosteroid 

on the basis of the following 
milligram equivalence: 


One 0.75 mg. tablet of Decadron (dexamethasone) replaces: 


+ 
one 4 mg. one 5 mg. one 20 mg. one 25 mg. 
tablet of tablet of tablet of tablet of 
| hydrocortisone | cortisone 
SUPPLIED: 


As 0.75 mg. scored pentagon- 
shaped tablets; also as 0.5 mg. 
tablets, to provide maximal 
individualized flexibility of 
dosage adjustment. 


4 
q 


DEXAMETHASONE 


Detailed literature on DECADRON is available to physicians on request. 
* DECADRON is a trademark of Merck & Co., Inc. 
©1958 Merck & Co., Inc. 
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a new order of magnitude in corticasteroid therapy! 


The great corticosteroid era opened ten years ago with the introduction of Cortone® (Cortisone). J oday, 
MERCK SHARP & DOHME proudly presents (he crowning achievement of the first corticosteroid decade~_ 
DECADRON (dexamethasone) —a new and unique compound, which brings @ new order of magnitude to cortico- 
steroid therapy. 
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“Premarin” with Meprobamate 


Each tablet contains 0.4 mg. “Premarin,” 200 mg. meprobamate. 


PMB (“Premarin” with Meprobamate) is an ideal 
preparation for the control of the menopausal syn- 
drome when undue emotional stress is a complication. 
When these symptoms are relieved, therapy is resumed 


with “Premarin” alone. 


Simple to prescribe as merely PMB 


/ Supply: No. 880, PMB-200, 
bottles of 60 and 500. 


Also available 
No. 881, PMB -400 (“Premarin” 0.4 mg. with 


meprobamate 400 mg.), bottles of 60 and 500, 


AYERST LABORATORIES .«. NEW YORK 16, N. Y. « MONTREAL, CANADA 


“Premarin” » conjugated estrogens (equine) Meprobamate, licensed under U.S. Pat. No. 2,724,720 
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The NEW potency 
of “Premarin” with Meprobamate 


physicians requested 


The combination of 0.4 mg. “Premarin” and 200 mg. 
meprobamate —a new potency — may be prescribed 
simply as PMB-200. 


The new potency, PMB-200, enables you to attune therapy 
to the needs of your patients in the menopause 

who require extra relief from anxiety and tension, in addition 
to estrogen therapy. PMB-400 (0.4 mg. “Premarin” 

and 400 mg. meprobamate) continues to be available. 


When emotional lability has been stabilized, and stress 
symptoms controlled, therapy may be continued 
with “Premarin” alone. 


Write simply... 


Ayerst Laboratories New York 16,N.Y. Montreal, Canada 


$ **Premarin®'’ conjugated estrogens (equine) Meprobamate licensed under U.S. Pat. No. 2,724,720 
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in vaginitis 
mPROVE 


TRICOFURON 


destroys all 3 principal pathogens 


Whether vaginitis is caused by Trichomonas, Monilia or Hemophilus 
vaginalis—alone or combined—TRICOFURON IMPROVED swiftly relieves 
symptoms and malodor, and achieves a truly high percentage of cul- 
tural cures, frequently in 1 menstrual cycle. TRICOFURON IMPROVED 
provides: a new specific moniliacide MICOFUR® brand of nituroxime, 

the established specific trichomonacide FUROXONE® brand of furazolidone 

and the combined actions of both against Hemophilus vaginalis. 


1. Office insufflation once weekly of the Powder (MICOFUR [ anti-5-nitro- 
2-furaldoxime] 0.5% and FUROXONE 0.1% in an acidic water-soluble 
powder base). 2. Continued home use twice daily, with the Supposito- 
ries (MICOFUR 0.875% and FUROXONE 0.25% in a water-miscible base). 


NITROFURANS —a new class of antimicrobials—neither antibiotics nor sulfonamides. awl Ne 
EATON LABORATORIES, NORWICH, NEW YORK - 
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DR MORE PRACTIGAL AND ECONCMICAL THERAPY, 


the chill 
the sneeze 
| the cough 
the aches 


the fever 


in the common cold 


the only such preparation to con- e antibacterial 


tain penicillin V to; curb bacterial ‘4 e analgesic 
complications .:. _action¢ e antipyretic 
e mood-stimulating 


Supplied: Capsulesi fot 36. Each capsule contains: penicillin V (100,000 units), 62.5 salicy!- 


amide, 194 mg.; promethazine Hr, 6.25 mg.: phenacetin, 130 mg.; mephentermine sulfate, 3 mg. 


Penicillin V, Salicylamide, Promethazine Hydrochloride, Phenacetin, Mephentermine Sulfate ‘Philadelphia 1. Pa 
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Clinical Reports 
co :itinue to confirm 


Oregon 


Florida 


Michigan 10 


Illinois 


North 


Carolina 


Texas 


California 4 


Missouri 


the efficacy of 


CASES 


3 gastritis, 2 spastic colitis, 
3 G.I. symptoms of anxiety 
10 states, 1 healing duodenal ul- 
cer, 1 herniation of pyloric 


trophic gastritis, 2 functional 
10 enterocolitis, 2 vomiting of 
pregnancy, | cardiospasm, 
menopausal syndrome. 


1 spastic colitis, 2 gastroin- 
testinal spasm, 1 colitis and 
diverticulitis, 1 duodenitis, 2 
peptic ulcer, 2 duodenal ul- 
cer, 1 gastric ulcer. 


5 2 hyperacidity, 3 peptic ulcer. 


Pylorospasm. 


10 pylorospasm, 2 duodenal 
ulcer, 1 possible Ca. of G.I. 
tract, 1 G.I. symptoms of anx- 
iety, 1 gastritis—(alcoholic). 


1 gastritis, 1 spastic entero- 
colitis, 2 spastic duodenitis, 
1 duodenal ulcer, 1 G.I. symp- 
toms of anxiety state, 1 gastric 
ulcer, 1 duodenal ulcer with 
pinpoint perforation-chronic, 
1 cardiac neurosis with G.I. 
symptoms. 


3 G.I. symptoms of anxiety 
states, 1 duodenal ulcer. 


These evaluations are summary conclusions 


drawn from the continuing program of clinical 


research on Milpath in private practice. 


WALLACE LABORATORIES 


New Brunswick, N.J. 


®Miltown 


in the management of G.I. dysfunction 


Marked 
improvement (9) 
Slight 
improvement (1) 


improvement (8) 
No 
improvement (2) 


Marked 
improvement (8) 
Steady 
improvement (1) 
Slight 
improvement (1) 


Marked 
improvement (5) 


Marked 
improvement 


Marked 
improvement (12) 
Slight 
improvement (3) 


Marked 
improvement (9) 


Marked 
improvement (3) 
Slight 
improvement (1) 


No side 
effects (6) 
Drowsiness (4) 


mucosae. 
3 duodenal ulcer, 2 hyper- 
Marked No side 


effects (9) 
Epigastric 
burning (1) 


None (6) 
Some Dryness 
of Mouth (2) 
Drowsiness (2) 


None (5) 


None 


None (14) 
Nausea (1) 


None (7) 
Drowsiness (1) 
Initial 
Drowsiness (1) 


None (4) 


ath’ 


nticholinergic 


9-very beneficial, l1-some im- 
provement. 


5-excellent, 1-no success, 3-very 
good, 1-inconclusive. 


8-marked subjective and objec- 
tive improvement, 1-encouraging 
improvement . . . patient has re- 
fused operation, so we are de- 
pending on this treatment, 1- 
steady improvement. Now on 
lower dosage and getting along 
well. 


2-excellent, 2-very good auxiliary 
treatment; 1-“of great importance 
in treatment of peptic ulcer.” 


Effective G.I. antispasmodic. 


12-very effective, 1-fairly good, 
l-improved patient’s condition, 
but did not solve the basic prob- 
lem, l-nausea (anomalous reac- 
tion). 


4-excellent results, 1-good, 1-fine, 
1-6 weeks’ x-ray showed G.I. cra- 
ter filled in and asymptomatic; 
tension disappeared, 1-symptoms 
completely ameliorated. 1-com- 
plete relief; on Milpath since the 
day it came out. 


1-good, 3-satisfactory (1-continu- 
ing on decreasing dosage). 


INDICATIONS: duodenal and gastric ulcer + colitis « spastic 
and irritable colon + gastric hypermotility + gastritis + esophageal 
spasm + intestinal colic + functional diarrhea + G.I. symptoms of 
anxiety states. 


FORMULA: each scored tablet contains: meprobamate 400 mg., 


tridihexethyl iodide 25 mg. 
DOSAGE: | tablet t.i.d. with meals and 2 tablets at bedtime. 
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THE ANATOMY OF TOUCH 


PACINI’S CORPUSCLES 


MEISSNER’S TACTILE CORPUSCLES RUFFINI’S SPINDLES 


Within the remarkably attuned somesthetic system, an elaborate 
network of nerves makes up the structure of touch: the spindles of 
Ruffini perceive heat; Pacinian corpuscles discern pressure; Meissner’s touch 
corpuscles transmit sensations. This sensitive system enables the sculptor’s 
hands to shape his eye’s image. 


Nowhere is sensitivity more important or appreciated than in the choice of a 
prophylactic —“built-in” sensitivity characterizes RAMSES® tissue-thin pro- 
phylactics. RAMSES are preferred by men because they are naturally smooth, 
demonstrably thin, transparent . . . designed fully to retain natural sensitivity. 
Yet they are amazingly strong. 

In the presence of trichomoniasis, many physicians now routinely specify 
prophylactics to prevent husband-wife re-infection. “. . . Trichomonas vaginalis 
in the male is the principal factor of re-infection in the female. . . .”' Husbands 
will cooperate more readily in the treatment plan for wives if you specify 
RAMSES, the prophylactic with “built-in” sensitivity. 

1. Feo, L. G., et al.: J. Urol. 75:711 (April) 1956. 


ONE DOZEN GENUINE TRANSPARENT 


RAMSES® | 75 


prophylactics service to the medical and drug professions 
JULIUS SCHMID, INC. 
of Julius Schmid, Inc. he eats 423 West 55th Street, New York 19, N. Y. 
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EVERY TOPICAL SITUATION 
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NEO-MAGNACORT 


neomycin and hydrocortamate CAL 0 NTM F NT 


Theextraordinary water-soluble dermatologic corticoid, MAGNACORT, 
combined with the outstanding topical antibiotic, neomycin, for 
superior control of inflammatory and/or infectious dermatoses.'-° 
Improvement or complete cure noted in 88% of a series, including 
many skin disorders notoriously difficult to treat.® 

SuppLieD: In 1/6-0z. and 1/2-0z. tubes, 0.5% neomycin sulfate and 0.5% hydro- 
cortamate hydrochloride. 


Aiso avaitabie: MAGNACORT® topical ointment: in 1/6-02. and 1/2-0z. tudes, 0.5% hydrocortamate hydrochloride. 


December 1958 


THE IDEAL ANTIBIOTIC AND ANTI-INFLAMMATORY COMBINATION FOR INFLAMMATORY AND/OR INFECTIOUS DERMATOSES 


1, Howell, C. M., Jr.: Am. 
Pract. & Digest Treat. 
8:1928, 1957. 

2. Frank, L.: A.M.A, Arch. 
Dermat. 75:876, 1957. 

3. Welsh, A. L,: Internat, 
Ree, Med, 169:775, 1956. 

4, Robinson, H. M., Jr., et 
al.: Antibiotic Med, 3:461, 
1956. 

6. Janssens, J.: Le Scalpel 
111:69, 1958, 

6. Bereston, FE. S.: Clinical 
Review 1:13, 1958, 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc 
Brooklyn 6, New York 
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packaging: 

CARBRITAL Elixir: Pentobarbital sodium, 
2 gr. per fluidounce; Carbromal, 6 gr. per 
fluidounce. In 16-ounce bottles. 


CARBRITAL Kapseals:® Pentobarbital so- 
dium, 1% gr.; Carbromal, 4 gr. In bottles 
of 100 and 1,000. 


CARBRITAL Kapseals (Half-Strength): 


Pentobarbital sodium, % gr.; Carbromal, 
2 gr. In bottles of 100 and 1,000, 


dosage: 

Adults: 1 to 4 teaspoonfuls of the Elixir 
as required; or 1 or more Kapseals as 
required. 

Children: % to 1 teaspoonful Elixir ac- 
cording to age and condition. 
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does the job 


Patients get right to sleep with CARBRITAL. Component No. 1 
—pentobarbital sodium—provides prompt, dependable hypnosis. 


does the complete job 


Patients sleep all night with CARBRITAL. Component No. 2—carbromal 
—continues to act for hours after pentobarbital has been excreted. 

Its gentle action sustains sleep throughout the night, yet does 

not cause hang-over. 


does the specific job 


When patients need sleep, CARBRITAL does the job with a specialized 
two-stage hypnotic action not duplicated by “tranquilizing” drugs 

or by single-stage hypnotics. CARBRITAL can be depended on to help 
patients get to sleep...stay asleep throughout the night...to awaken 
refreshed and alert. 


prescribe sleep 
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Parke, Davis & Company - Detroit 32, Michigan 
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WHY RISK DELAYED RECOVERY 
FROM 


Many of the organisms causing pyoderma are refractory to 
routine antibiotic therapy. If the offending organisms are re- 
sistant staphylococci, CATHOMYCIN (novobiocin) is indicated. 
CATHOMYCIN has an established record* of effectiveness 
against strains of organisms resistant to other antibiotics. It 
may be administered alone, or combined with other antibiotics 
for protection against the emergence of resistant strains. 


Of particular value in hard-to-control pyodermas caused by 
resistant staphylococci, CATHOMYCIN is rapidly absorbed— 
producing therapeutic blood levels that last for 12 hours or 
more. The drug is generally well tolerated and there is no 
evidence of cross-resistance with other antibiotics. 


CATHOMYCIN 


tor sonny lococcic septicemia, enteritis, eee 
wound ink ections and other serious steph infections. NOVOBIOCIN 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or 
CATHOMYCIN Calcium Syrup 4 teaspoonfuls b.i.d. Children: (up to 
12 years) 2 to 8 teaspoonfuls daily in divided doses based on 10 mg. 
CATHOMYCIN per Ib. of body weight per day. 

SUPPLIED: Capsules sodium novobiocin, each containing the 
equivalent of 250 mg. of novobiocin—vials of 16 and 100—and as 
an orange-flavored syrup (aqueous suspension), in bottles of 60 cc. 
and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup contains 125 
mg. (2.5%) novobiocin, as calcium novobiocin, 

*Complete bibliography available on request. 


mG 0) MERCK SHARP & DOHME ivision of MERCK & CO., inc., Philadelphia 1, Pa. 
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easier vitamin protection from 
throughout the growth 


new ‘Vi-Sol’ tablets 


Tri-Vi-Sol® 
3 basic vitamins 


drops: tablets 


ae Now, you can select the ‘V 
Symbot of 
vitamin protection 
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ion from infancy 
e growth years 


Poly-Vi-Sol® Deca-Vi-Sol® 
6 essential vitamins 10 significant vitamins 
drops: tablets drops: tablets 


ct the ‘Vi-Sol’ vitamin level 


and form 


Your young patients will enjoy the delicious 
fruit-like flavors of the new ‘Vi-Sol’ tablets. 
Children take them by themselves—no need 
for messy teaspoons or swallowing with water. 


Now... when you prescribe Tri-Vi-Sol, Poly- 
Vi-Sol or Deca-Vi-Sol, be sure to specify form: 
drops or tablets. New ‘Vi-Sol’ tablets are avail- 
able in bottles of 24 and 100. 


Your Mead Johnson Representative will be 
pleased to provide you with samples for your 
convenience in starting your patients on ‘Vi-Sol’ 
drops or tablets. 


Mead Johnson 


Symbol of service in medicine 
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Mead Johnson 


Symbol of service in medicine 


Now...1n soluble tablets, too 
...and they taste delicious 
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for easier vitamin protection 
of infants and children 


Ve 
= 


now...in soluble tablets too...and they taste delicious 


Tri-Vi-Sol / Poly-Vi-Sol’ / Deca-Vi-Sol® 
3 basic vitamins 6 essential vitamins 10 significant vitamins 


drops: tablets drops: tablets drops: tablets 


‘Vi-Sol’ tablets give you a new appealing dosage 
form for continuing vitamin protection of children. 


3 out of 4 mothers who have children in the ‘Vi-Sol’ 
drops age have older children in the ‘Vi-Sol’ tablet age. 
These mothers will appreciate your prescription 

of easy-to-take ‘Vi-Sol’ tablets. 


\ Mead Johnson 


Symbol of service in medicine 
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growing 


on a unique debriding-healing agent 


The increasing body of clinical evidence proves PANAFIL Ointment singularly effective in the treatment of 
chronic and infected wounds and ulcers. 


All investigators'""” agree that PANAFIL produces and maintains a clean wound base and encourages normal 


healing. Local infection, even in cases resistant to previous antibiotic therapy, is consistently reported to 
be controlled effectively by PANAFIL alone. 


The rapid, clean healing observed with PANAFIL therapy results from a unique combination of ingredients: 
e@ Papain, the proteolytic enzyme — digests necrotic tissue and liquefies exudate without harm 
to healthy tissue—eliminates local infection by removing the bacteria-supporting substrate. 


@ Urea, the protein-solvent— augments the debriding action of papain by exposing protein 
substrates to complete proteolysis. 


@ Chlorophyll Derivatives (water soluble)—control inflammation by protecting viable tissue 
from the effects of protein breakdown products — encourage normal healing, reduce necessity 
for skin grafting. 


Packacinc: Available on prescription only in 1-oz. and 4-oz. tubes. 


Panafil for local treatment of wounds and ulcers 


COMPANY .MOUNT VERNON, NEW YORK 
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Streptokinase-Streptodornase Lederie 


Controls Inflammation and Swelling...Relieves Pain 


Promotes Healing Through Enchancement of 
Fibrinolysis at the Site of Trauma or Infection. 


References: |. Innerfield, |.; Shub, H., and Boyd, L. J.: New England J. Med. 258: 1069 (May 24) 1958. 2. Miller, J. M.: Godfrey, G. C.; Ginsberg, M. J., and 
Papastrat, C. J.: J. A. M. A. 166:478 (Feb. 1) 1958. 3. Davidson, E; Prigot, A., and Maynard, A. de L.: Harlem Hosp. Bull. tI: 1 (June) 1958 *Reg. U. S. Pat. Off 


Helps promote drainage... Contusions, 
hastens patient's relief... and abrasions... 
reduces mucrsal swelting.' : reduces discomfort 
and improves 

cosmetic result.!-3 
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Establishe 1 Efficacy and Safety: For five years 
VaripAse. n parenteral form, has been used with 
success many thousands of cases. Its ability to 
control in ammation, swelling and associated pain, 
aid penet'ation of antibiotics, and hasten healing 
has been « emonstrated in such conditions as severe 
trauma, infected ulcerations, and following exten- 
fee Psive surgery. 


TABLETS} 


f Now, Parenteral Effectiveness ... Simple Buccal 
0 Route: New VARIDASE Buccal Tablets give your 
patients the benefits of systemic VARIDASE therapy 
on without the inconvenience of repeated injections. 

' | Absorbed through the buccal mucosa in fully effec- 
tive amounts, VARIDASE Buccal Tablets may be 
used as practical adjunctive therapy in your practice 
within these broad classifications: 


#Reg. U. S. Pat. Off. 


inflammation... 
increases antibiotic 
penetration.' 


| 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York ! 


Inflammation and edema associated with: trauma 
and infection . cellulitis abscess hematoma 
thrombophlebitis sinusitis uveitis chronic 
bronchitis leg ulcer chronic bronchiectasis. 
Each VARIDASE Buccal Tablet contains 10,000 Units Streptokinase 
and 2,500 Units Streptodornase. 
Administration: VarinAse Buccal Tablets should be 
retained in the buccal pouch until dissolved. For 
maximum absorption patient should delay swallow- 
ing saliva. 
Dosage: One tablet four times daily fora minimum | i 
of three days. When infection is present, VARIDASE 
Buccal Tablets should be given in conjunction with 
an antibiotic such as ACHROMYCIN* V Tetracycline 
and Citric Acid. i | 
Available in bottles of 24. i 


Furuncles 


process, controls carbuncles 
Swelling... gives abscesses... check: 
dramatic swelling an 


relief of pain,’ 2 pain...hastens healing.’ 
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The new six-unit 


| PRESCRIPTION PACKAGE of 


Clysmathane (Fleet) is more 
convenient to prescribe 
while assuring an adequate 
supply for patients. Dispos- 
able, single dose squeeze 
bottle is especially designed 
for self-administration ... 
ready to use with prelubri- 
cated rectal tube. The 
manufacturer's labels are 
readily removable. 


Intravenous blood levels 
with rectal administration 


CLYSMATHANE 


(Fleet) 


Disposable Rectal Unit 


An advanced method of 
theophylline therapy 


For the alleviation of symptoms in bron- 
chial asthma and the acute episodes of heart 
failure, Clysmathane (Fleet) supplies speedy 
and therapeutically adequate blood levels 
of theophylline. Side effects, often asso- 
ciated with oral or parenteral administra- 
tion, are minimized by the rapid rectal route 
provided by Clysmathane. 


Dosage: One Clysmathane (Fleet) Unit as a 
retention enema before retiring or as directed. 


Composition: Theophylline monoethanolamine 

(Theamin, Fleet), 0.625 Gm.; aqua, 37 ml. in 
single dose rectal dispenser. Prescription package 
of six individual units. Manufacturer’s label readily 
removable. 


(1) Ridolfo, A. S. & Kohlstaedt, K. G. “A 
simplified method for the rectal adminis- 
tration of theophylline,” to be published. 


Professional samples and literature on request, write: 


Cc. B. FLEET Co.,iInc. 


Lynchburg, Virginia 
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There is only one 


methylprednisolone, 


and that is 


edrol 


the corticosteroid 
° that hits the disease, 
but spares the patient 


*TRADEMARK FOR METHYLPREDNISOLONE, UPJOHN 


4 THE UPJOHN COMPANY 
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i prompt, aggressive 
antibiotic action 

1a reliable defense against 
monilial complications 


both are often needed when 
bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracyclin 
phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickets 
certain large viruses, and Endamoeba histolytica). 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 


It provides unsurpassed initial blood levels—higher and faster than older forms of tetracycline—for the mos” 
rapid transport of the antibiotic to the site of infection. 


ano © awe TRADEMARKS 


SQUIBB 
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Capsules (250 mg./250,000 u.), 

bottles of 16 and 100. 

Half-strength Capsules (125 mg./125,000 u.), 
bottles of 16 and 100, 

Suspension (125 mg./125,000 u. per 5 cc.) 

60 cc. bottles. 

Pediatric Drops (100 mg./100,000 u. per cc.). 
10 cc. dropper bottles. 


or protection against monilial 
romplications 
ysteclin-V contains Mycostatin 


} provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
indida (Monilia) albicans. 


acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
pectrum antibiotic 1s used. 


protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
hd anogenital moniliasis, even potentially fatal systemic moniliasis. 


YSTECLI 


ibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 
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wherever you stand — automatic Bucky slot closure, the close-collimated 


: radiation beam, the fully-leaded spotfilm device, 
Table—whether you're the presiding radiologist or a There’s even a hinged stainless steel shield (see pic- 
team member—you have the peace of mind that comes ture) to protect the radiologist against radiation scatter 
of knowing how well protected you are. That goes for from the patient. He merely flips it up whenever he 
any of the Constellation models shown below. Com- fluoroscopes. Any Constellation table can be so 


mon to all are the fully-enclosed steel table body, the fitted (optionally). 


of models 


90 to 90° vertical} if that’s what you want 


Oo There's virtually nothing in the way of diagnostic radiography 

9) O can’t do with this magnificent table. You can fluoroscope (with 
8” Image Amplifier, if you like) or radiograph a patient hana 

head down vertically, or in any other position you can conjure 


° 
45° Trendelenburg Jif that’s all you need 
oO Without wishing to become involved in range-of-angulation pros 
cons, we can report that most Constellation buyers are content 


this 45° model. (Extra angulation costs extra money—a hard emg 
neering fact of life that may have something to do with it) 


or even 15° back tilt Jif you'll settle for that 


° The less elaborate drive mechanism required for this moderate angi 
of tilt results in significantly lower cost. If 15° Trendelenbunty 


enough for you, this model is far and away the best buy aroun 


you'll be better protected, better served with | 


Picker Con stellatio 


Your local Picker representative stands ready to give you a diagnostic X-TAY table 
quick rundown on the many other Constellation features 

that radiologists find so appealing. Call him in any time... 

or write 


Picker X-Ray Corp., 25 So. Broadway, White Plains, N. Y. 


ih better radiation protection | 
.... back ...both ends ¥ 
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unrelated chemically to any 
other drug in current use 
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lesigned to be equally effective as both mRAD 


3 a MUSCLE RELAXANT 
a TRANOUILIZER 
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the first true*TRANQUILAXANT™ 


0 ga 
fering new freedom for your patients... from muscle spasm, 


cl 
from tension and anxiety, from side effects 


<L. tranquillus, quiet; L. laxare 
loosen, as the muscles] 


ope 
<XCEEDS OLDER DRUGS UP TO 4 TIMES IN PERCENTAGE OF CLINICAL EFFICACY ichtma 


“he results of clinical studies of over 4000 patients by 105 physicians demonstrate that TRANCOPAL often is effective whe 
@ ther drugs have failed. From these studies it is clear that TRANCOPAL probably can provide more help for a greater number ¢ 
ense, spastic, and/or emotionally upset patients than any other chemotherapeutic agent in current use. 


EXCELLENT 
EXCELLENT 


TRANCOPAL 


38 (23%) 


IN MUSCULOSKELETAL 
DISORDERS 


Total No. Patients 68 
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FAIR 
POOR 


~TRANCOPAL 


é (22%) 


4 (14%) 
18 (44% 
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rRANCOPAL... the first true “tranquilaxant” 


Roth a muscle relaxant and a calmative agent. 


in musculoskeletal disorders, 91 per cent effective. 


in anxiety and tension states, 93 per cent effective. 


ower incidence of side effects than with zoxazolamine, 
ethocarbamol or meprobamate. 


o known contraindications. Blood pressure, pulse 
ate, respiration and digestive processes unaffected 
py therapeutic dosage. No effects on hematopoietic 
kystem or liver and kidney function. 


Low toxicity. In animals, even less toxic than aspirin. 


o gastric irritation. Can be taken before meals. 


0 clouding of consciousness, no euphoria or 


L. Jaxare, 


o perceptible soporific effect, even in high dosage. 
‘Lichtman 


tive wher 
Number 


EXCELLENT 
42% 


EXCELLENT 
43% 
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CLINICAL RESULTS IN 4092 PaTIENTS 


ompare Trancopal with 3 widely 
sed central relaxants 


OR ACTIVITY 

gle Dose 
TRANCOPAL & = 100m¢ 
Meprobamate 400 mg 


Zoxazolamine = 500 mx 
& = 1000 mg. 


ionsidering the usual human dose, Trancopal, the 
irst true “tranquilaxant,” is four to ten times as 
iotent per milligram. 


Methocarbomol 


aily Dose 
Same as above, t.i.d. 


‘OR SAFETY 


Mice=LD,, 


Safety Ratio = 
Usual Human Dose 


) TRANCOPAL Meprob z lami Meth 
Somparative pharmacologic tests showed that 
francopal is up to thirteen times as safe, or up 
to thirteen times less toxic. The measure of safety 
was the LDso in mice/usual human dose. 


FOR CLINICAL EFFECTIVENESS 


TRANCOPAL Zoxazolamine 

iA clinical comparison in low back pain, torticollis, 
bursitis and anxiety states showed that Trancopal 
is up to four times as effective. Each of 40 pa- 
tients received all four drugs in random rotation 
for several days. While each of the tour drugs 
igave some relief, only the one providing the most 
| effective relief was recorded. 


Meprobamate Methocarbamol 


TRANCOPAL thoroughly 


evaluated clinically 


“In the treatment of conditions associated with skeletal muscle 
spasm there was a high percentage of satisfactory results 
(excellent, good or fair) in 310 patients (94%) out of 331 

. In 120 patients with simple anxiety or tension states results 
were satisfactory in 114 (95%). Dosage of chlormethazanone 
in all cases was 100 mg. t.i.d. As well as relieving the anxiety 
or tension state, chlormethazanone also allowed these patients 
to resume their usual occupations.” (Lichtman) 


the first true “TRANQUILAXANT” 


Dosage: One Caplet (100 mg.) orally three or four times daily. Reliel 
of symptoms occurs in fifteen to thirty minutes and lasts from four to six 
hours. 

Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


()uathnop Laboratories . New York 18, N. Y. 


* Baker, A. B.: Modern Med. 26:140, April 15, opal * Cohen, A. 1.: In preparation. - 


Study, of Medical R * Gesler, R. M., and Coutston, 
Toxicol. & Appi. Pharmacol. To be published. reset R.M., and Surrey, A. R.: J. Pharmacol. & & 
Therap. 122:24A, Jan., 1958. * Gesler, R. M., and Surrey, A. R.: J. Pharmacol. & per. 
122:517, April, 1958. + Lichtman, A. L. : Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. - 

A. R.; Webb, W. G., and Gesler, R . M.: J. Am. Chem. Soc. 80:3469, July 5, 1958. 
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i 
Musculoskeletal Psychogenic 
Low back pain Anxietyand 
Neckpain Dysmenorrhea 
‘Rheumatoidarthritis Asthma 
Osteoarthritis =Emphysema 
Discsyndrome Angina 
Joint disorders Neurologic 
(ankle sprain, Muscle spasmin 
myalgias. poliomyelitis 


Relief 


cold symptoms 
can be controlled 


This new timed-release tablet provide. 


... the superior decongestant and antihistaminic 
action of Triaminic 


...non-narcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


.-.an expectorant to help the patient expel 
thickened mucus 


... the specific antipyretic and analgesic effect 
of well-tolerated APAP 


... the prompt and prolonged activity of 
timed-release medication 


Each Tussacesic Tablet contains: T ussagesic timed-release tablets provide 
. . relief in minutes, which lasts for hours 
(phenylpropanolamine HCl... . 25 mg.; hours of 
pheniramine maleate ....... 12.5 mg.; 

pyrilamine maleate ........ 12.5 mg.) 
yer 
Dormethan 
(brand of dextromethorphan HBr). . 30mg. 
of relief from 


Dosage: | tablet in the morning, mid-afternoon, 
and evening, if needed. Should be swallowed 
whole to preserve the timed-release action. 


Also available: 
for those who prefer liquid medication — 


Tussagesic suspension Suspension: Adults—1-2 tsp. every 3-4 hours; 
In each 5 : Triaminic, 25 mg.; Dormethan, Children 6-12 years old—1 tsp. every 3-4 hours; 
15 mg.; aa hydrate, 90 mg.; APAP, 120 mg. Children under 6—dosage in proportion. 


r | 4 e * 
USSALCSIC 
Contains TRIAMINIC running noses and open stuffed noses 


SMITH-DORSEY ~ a division of The Wander Company + Lincoln, Nebraska + Peterborough, Canada 
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POSITIVE EVIDENCE 
THAT “MEDIATRIC” INCREASES 
MUSCLE STRENGTH 
AND ENDURANCE 


in less than five months, record of squeeze-bulb test shows 
repetition frequency increased from 31 to 50 consecutive times 
in left hand—much improved in right.* 


Feb. 16, 1954 : 31 : 58 
July 1, 1954 : 50 : 67 


| 
— ig 
§ 
4 Patient A.W., female, age 71 
first test and continued for 442 months: (consecutive times) 
:  Lefthand : Right hand 
ig 
: 


improved muscle endurance with steroid-nutritional 
therapy objectively demonstrated by physical tests 


Muscle strength and endurance were determined by stiff-bulb test in a 
series of older patients before and after “Mediatric” therapy. Improvement 
_ was measured by the increase in the number of times a patient could 
squeeze the stiff bulb at a steady rhythm. Results of this test showed greatly 
enhanced muscle endurance after continuous “Mediatric” therapy, even in short periods of 
time.’ During this period, grip strength of these same patients was measured with a dynamom- 
eter, and joint range with a goniometer. These and other physical tests also showed 
remarkable increase in strength, endurance and coordination. 


Such tests have proved to be a valuable and reliable indication of the: general improvement in 
muscle tone and progress that may be obtained with “Mediatric” therapy. 


“Mediatric” contains estrogen and androgen in amounts that will help counteract declining 


gonadal hormone secretion, maintain a positive nitrogen balance, and promote synthesis of 
protein in muscle, bone and other tissues. 


Combining both steroids and important nutritional supplements such as vitamin C, B,s, other 
B vitamins and ferrous sulfate, “Mediatric” brings about increase in physical strength, 
overcomes general malaise, easy fatigability, lack of interest and vague pains in the bones and 
joints. In addition, ““Mediatric” improves mental outlook and its general “tonic” effect is of 
especial benefit to your patient. 


For better health and vigor in the older patient 


® 
STEROID-NUTRITIONAL COMPOUND 

each capsule or tablet contains: Thi ttrate (Bi). 10.0 mg. 

Conjugated estrogens equine ("Premarin"@).. 0.25 mg. Pyridoxine HCI (Bs)... ses 3.0 mg. 

NUTRITIONAL SUPPLEMENTS Ferrous sulfate exsic.. 30.0 me. 

with intrinsic factor concentrate...... 1/6 U.S.P. Unit d-Desoxyephedrine HCl... 1.0 mg. 


Suggested Dosages: Male — / capsule or 1 tablet daily, or as required. Femaie — 1 capsule or 1 tablet daily, or as required, 
taken in 21 day courses with a rest period of one week between courses. 

Supplied: Capsules — No. 252 — Bottles of 30, 100, and 1,000. Tablets — No. 752 — Bottles of 100 and 1,00. 

Also available: “Mediatric” Liquid — No. 910 — Bottles of 16 fluidounces and 1 gallon. 


$ —_Ayerst Laboratories + New York J6,N.Y. * Montreal, Canada 


1. Perlman, R. M., and Dori 5S. M.: P d before she Third Congress of 
she Ii tional Association of G logy, London, England, July 19-23, 1954. 
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DIABETES FOLLOWING TRANSIENT GLYCOSURIA* 


should a non-diabetic, 
transient glycosuria ever be 
considered unimportant? 


Never. A patient showing even a mild transient glycosuria should 
be observed for years as a diabetic suspect.* 


Ultimate diagnosis on 126 patients with a previous transient mild 
glycosuria. Twenty diabetics were discovered 5-10 years after a 
recorded glycosuria— 10 diabetics after more than 10 years.* 
*Murphy, R.: Connecticut M. J. 2/:306, 1957. 


COLOR CALIBRATED CLI NITEST Reagent Tablets 


the STANDARDIZED urine-sugar test 
for reliable quantitative estimations 


e full color calibration, clear-cut color changes 

« established “plus” system covers entire critical range 

« standard blue-to-orange spectrum long familiar to diabetics 
e unvarying, laboratory-controlled color scale 


(ny AMES COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 45457 
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from a subtle chemical change 
...a striking clinical difference 


assures a more decisive response 
in almost every 
common bacterial infection 


Parenteral 
Performance 


in Every 
Pulvule 


llosone™ (erythromycin ester, Lilly)—as the propionate 
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A striking clinical difference in antibiotic therapy 


... from a subtle chemical change. Chemically, Ilosone is a propiony] ester which was derived from 
erythromycin. This subtle molecular modification has endowed Ilosone with striking clinical advantages. 


A more decisive response is assured in almost every common bacterial infection. Ilosone is 
decisively effective against both gram-positive and many gram-negative organisms (with the notable 
exception of the normal inhabitants of the gut) as well as certain large viruses. (Indications are listed 
on the preceding pages.) 


A more potent ‘‘-mycin’’ antibiotic. The antibacterial potency of blood concentrations which 
Tlosone assures is over three times greater than that obtained with erythromycin coated tablets. Potent 
therapeutic levels are attained much faster (within thirty minutes) and are sustained several hours 
longer. 


Parenteral speed and certainty. Ilosone acts with the speed, certainty, and antibacterial effective- 
ness of erythromycin administered parenterally in therapeutic doses. 


Unsurpassed safety. Although it is inherently more potent than comparable antibiotics, Ilosone 
assures unsurpassed freedom from toxicity, allergic reactions, and side-effects; and it is well tolerated. 


Easy oral administration. Usual dosage is 250 mg. every six hours, but 500 mg. or more may be 
administered safely every six hours in more severe or deep-seated infections. For optimum effect, 
administer on an empty stomach. Ilosone is supplied in attractive red-and-ivory Pulvules®, 250 mg., 
in bottles of 24 and 100. (For pediatric patients, a 125-mg. Pulvule is available.) 


Your Lilly representative will be glad to provide further information. 


Litty 
QUALITY / RESEARCH / INTEGRITY 


ELI LILLY AND COMPANY ° INDIANAPOLIS 6, INDIANA, U.S. A. 


832576 
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If the 
trouble 1s 


gastrointestinal spasm 


the 


treatment 1s 
Trasentine- Phenobarbital 


It calms the 
spastic gut 
and relaxes 
the whole patient 


TABLETS (yellow, 
coated) , each 
containing 50 mg. 
Trasentine® 
hydrochloride 
(adiphenine 
hydrochloride 
CIBA) and 20 mg. 
phenobarbital. 


C i BA 
SUMMIT, N. J. 2/2561MK 
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for dramatic relief of penicillin reactions— 
early treatment with 


NEUTRAPEN 


(NEUTRALIZES PENICILLIN) (Penicillinase Injectable,* SchenLabs) 


the only specific for penicillin reactions 


*Penicillinase [Neutrapen] should be given as soon as possible 
after onset of symptoms.’”° 


(M. C. Zimmerman — Antibiotics Annual, 1957-58) 
@ effective in 97% of cases! 
acts within an hour, lasts up to a week2.3 


one injection sufficient in 80° of cases! 


most reactions clear in 12 to 96 hours!5 


well tolerated!-9 


@ itching abates promptly‘ 


may be lifesaving in certain anaphylactoid reactions®.? 


Obscure sources — even cases with no history of penicillin therapy respond 
to NEUTRAPEN if the reaction has been caused by penicillin from sources 

such as milk, Roquefort or Bleu cheese, or penicillin-containing vaccines.’** 
NEUTRAPEN — 800,000 units I. M.—should be given as soon as symptoms 
appear. May be repeated on the third day if response is not satisfactory. 

In anaphylactic reactions, epinephrine should be given and other supportive 
measures should be instituted immediately, followed by 800,000 units 

of NEUTRAPEN I. V. and 800,000 units I. M. 


contraindications: None. side effects: Occasionally transient local 
soreness, erythema, and edema; rarely, transitory chills and fever. 
supplied : 800,000-unit, single-dose vials of lyophilized penicillinase 
powder. Stable at room temperature in the dry state. 


References: (1) Zimmerman, M. C.: Clin. Med. 5:305, 1958. (2) Becker, R. M.: New England J. Med. 
254:952, 1956. (3) Chen, J. Y. PR; Bard, J. W., and Balsito, A. A., in Welch, H., 

and Marti-Ibafiez, F: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 

1958, p. 321. (4) Minno, A. M., and Davis, G. M.: J.A.M.A. 165:222 (Sept. 21), 1957. 

(5) Zimmerman, M. C., in Welch, H., and Marti-Ibafez, FE: Antibiotics Annual 1957-1958, 

New York, Medical Encyclopedia, Inc., 1958, p. 312. (6) Becker, R. M.: Ann. Int. Med. 

48:1228, 1958. (7) Becker, R. M., in Welch, H., and Marti-Ibafiez, F: Antibiotics Annual 

1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 310. (8) Davis, G. M.: 

Discussion, Antibiotics Symposium, Washington, D. C., October 3, 1957. 

(9) Zimmerman, M. C.: J.A.M.A. 167:1807 (Aug. 9), 1958. 


@r. M. REG. U. S. PAT OFF. * PATENTS PENDING 


Schenfabs ScHENLaBs PHARMACEUTICALS, INc., New York 1, N. Y. 
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e Kills by contact a wide variety of 
microorganisms such as Bacteria (in- 
cluding tubercule bacillus), Viruses, 
Fungi, Protozoa. « Effective against 
certain important organisms resist- 
ant to topical antibiotics @ Will not 
lead to the development of resisiant 
strains « Effective even in the pres- 
ence of blood, pus or other or- 
ganic mattere Color can be washed 
off with water. 


Available: Betadine Antiseptic in 
8 oz. and 16 oz. boitles. Betadine 
Aerosol in 3 oz. bottles. 


Samples and literature upon request. 
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TO SKIN AND MUCOSA 
_TAILBY-NASON COMPANY, INC. 
"DOVER, DELAWARE 


: 


“Much 
thank you, doctor” 


Proven in research 


1. Highest tetracycline serum levels 


2. Most consistently elevated serum levels 
3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


4, More rapid clinical response 
5. Unexcelled toleration 


COSA-TETRACYN 


CAPSULES 

(black and white) 

250 mg., 125 mg. 

(for pediatric or long- 
term therapy) 


COSA -TETRASTATIN* 


glucosamine-potentiated tetracycline with nystatin 


2 oz. bottle 


Antibacterial plus added protection against 
monilial super-infection 


CAPSULES (black and pink) 250 mg. Cosa-Tetra- 
ecyn (with 250,000 u. nystatin) 


ORAL SUSPENSION 125 mg. per tsp. (5 cc.) 
— (with 125,000 u. nystatin), 2 oz. 
ttle 


ORAL SUSPENSION 


(orange-flavored ) 
125 mg. per tsp. (5 cc.) 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


NEW! PEDIATRIC DROPS 
(orange-flavored) 5 mg. per 
drop, calibrated dropper, 

10 cc. bottle 


COSA -TETRACYDIN* 


glucosamine-potentiated tetracycline-analgesic- 
antihistamine compound 

For relief of symptoms and malaise of the 
common cold and prevention of secondary 
complications 


CAPSULE& (black and orange) —each capsule con- 
tains: Cosa-Tetracyn 125 mg.; phenacetin 120 mg.; 
caffeine 30 mg.; salicylamide 150 mg.; buclizine 
15 mg. 


REFERENCES: 1. Carlozzi, M.: Antibiotic Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, 
W. W., and Staffa, A. W.: Antibiotic Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and 
Bartlett, G. R.: Glucosamine and leukemia, Proc. Soc. Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: 
Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, 
E., and Barsky, S.: Antibiotic Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., 
Bamford, J., and Bradley, W.: Antibiotic Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 


1:15 (July) 1958. 


Cz> Science for the world’s well-being 


*Trademark 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 
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ARREST 


THE ANXIETY 


BREAKDO 


without affecting autonomic function 


= relieves anxiety and tension 
= aids recovery from acute cardiac episodes 


= makes patients more amenable to necessary 
limitations of activities 


= does not interfere with other drug therapy 
= does not mask toxicity of other drugs 


® 
SUPPLIED: 400 mg. scored tablets, 
200 mg. sugar-coated tablets. 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate 


The original meprobamate, discovered and introduced by 
Wa WALLACE LABORATORIES, New Brunswick, New Jersey 
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*International Code flags spelling SULFOSE. 


SUSPENSION TABLETS 


SULFOSE 


Triple Sulfonamides, Wyeth 
(Trisulfapyrimidines: Sulfadiazine, 
Sulfamerazine, Sulfamethazine) 


Wyeth 


® 
Philadelphia 1, Pa. 


for Information on 
Child Heaith. 


In urinary-tract infections 
| | HIG TISSUE'LEVELS 
= 
Re | | | | | 
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THERAPY WIT 
ANTIBIOTICS 
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| — 
IN ACUTE OTITIS MEDIA 
AND DECONGESTANT 
4 “NOT JUST ANOTHER 
© CHEMICAL CORP., 100 VARICK ST.,.NEW YORK 13, NY 


s 


Not this... 
when you 
prescribe 


MODANE doesn’t leave your patient stranded on 
the road to Recovery with no help for the flaccid, 
atonic bowel. Modane takes him all the way— 
through RELIEF and REHABILITATION. 


MODANE’s danthron provides prompt, positive re- 
lief — without irritation or griping — acts system- 
ically to stimulate only the large intestine. But 
more! — MODANE’s pantothenic acid favors re- 
vitalization of the atonic bowel — stimulates the 
body’s formation of a normal supply of acetylcho- 
line, so essential for optimal peristalsis. 


Prescribe MODANE — the deconstipant which re- 
lieves and helps rehabilitate. 


WARREN-TEED 


THE WARREN-TEED PRODUCTS COMPANY 


MN () All for constipation 


THREE FORMS 


Tablets Regular (yellow), Tablets 
Mild (pink), and Liquid. Each 
Tablet Regular contains 75 mg. 
danthron (1,8-dihydroxyanthraqui- 
none) and 25 mg. calcium pantothe- 
nate. Each Tablet Mild and tea- 
spoonful Liquid contains 37.5 mg. 
danthron and 12.5 mg. calcium pan- 
tothenate. 


DOSAGE 


One tablet, one teaspoonful or frac- 
tional teaspoonful, immediately 
after the evening meal. 


FF COLUMBUS 8, OHIO 


December 1958 


Dallas * Chattanooga * Los Angeles * Portland 
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PREVENT 


both cause and fear 


ANGINA 


CML-7186 


A-172 


proven 


TACKS 
Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
MILTOWN’ = PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.”! 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.”’? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 

Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. For clinical supply and literature, write Dept. 9F 
1. Friedlander, H. S.: The role of ataraxics in cardiology. Am. J. Card. 1:395, March 1958. 

2. Shapiro, S.: Observations on the use of meprol te in cardi lar disorders. Angiology 8 :504, Dec. 1957. 


WALLACE LABORATORIES, New Brunswick, N.J. 
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is palient’s blood-pressure controlled 
yr the first time without side effects 


Remember this particular patient. He typifies the thousands of patients | 
nvolved in a clinical investigation which promises to bring about a | 
najor change in rauwolfia therapy. The patient is being treated in a 
Massachusetts hospital. His blood pressure without treatment ranged 
ip to 220/138; now for the first time, it is being maintained near nor- 
nal without side effects. This dramatic case history is part of the story 


fa remarkable new antihypertensive agent Singoserp | 


(syrosingopine CIBA) 


coming as soon as sufficient supplies are available .. . | 
from CIBA, world leader in hypertension research. | 
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Reports on studies of in vitro activity of CHLOROMYCETIN over the past few years indicate that this 
antibiotic has maintained its effectiveness against most strains of staphylococci.'* “...Staphylococci 
do not acquire resistance to chloramphenicol [CHLOROMYCETIN] as they do to other antibiotics, in 
spite of heavy use of chloramphenicol [CHLOROMYCETIN].”! 


These in vitro studies are borne out by excellent clinical results withCHLOROMYCETIN in treatment 
of patients for severe staphylococcal infections, including staphylococcal pneumonia,* postoperative 
wound infections,° postoperative parotitis,” and puerperal breast abscesses.* 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including Kapseals® of 250 mg, 
in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated with 
its administration, it should not be used indiscriminately or for minor infections. Furthermore, as with certain other 
drugs, adequate blood studies should be made when the patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Royer, A., in Welch, H., & Marti-Ibafiez, FE: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 
1958, p. 783. (2) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 101:397, 1958. (3) Koch, R., & Donnell, G.: California Med. 87:313, 
1957. (4) Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, I. B. R.: Canad. M. A. J. 77:844, 1957. (5) Cooper, M. L., & Keller, H. M.: 
J. Dis. Child. 95:245, 1958. (6) Caswell, H. T., et al.: Surg., Gynec. & Obst. 106:1, 1958. (7) Brown, J. V.; Sedwitz, J. L., & Hanner, J. M.: 
U.S. Armed Forces M. J.: 9:161, 1958. (8) Sarason, E. L., & Bauman, S.: Surg., Gynec. & Obst. 105:224, 1957. 
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YEAR AFTER 


IN VITRO SENSITIVITY OF STAPHYLOCOCCI FROM THREE FOCI OF INFECTION 
TO CHLOROMYCETIN FROM 1953 TO 1957* 


t this JANUARY-JUNE, 1957 | 
Ski i . 98.7% j 
respiratory 
ment 
ative 
OCTOBER, 1955-MARCH, 1956 
) 
respiratory 
with 
Ear (45 strains) E 97.8% 
other 


JUNE-DECEMBER. 1953 


i, Inc., : 
7:313 Skin (150 strains) 92.0% 
H. M.: 
respiratory 
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Sulfamethoxypyridazine Lederie 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine'... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.? 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with. . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.’ 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (7'4 grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fl. oz. 


references : 

s. oo, ao.. and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfamethoxypyridazine. New England J. Med. 
258:1-7, 1 

2. Editorial: New England J. Med. 258 :48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York ’ Lederle} 
*Reg. U.S. Pat, Off. 
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HERNIATED DISK 
Radiographs—before surgery. 
(For photographs of surgery—turn page.) 


Lateral radiograph (patient supine) with 
opaque oil in subarachnoid area shows 
anterior filling defect at the L4-5 disk space. 


Routine lateral radiograph shows loss of normal 
lumbar lordosis, also spur formation. Js 


Recording 


invisible... 


= }s AP and oblique views show lack of filling of the nerve | 
and \ isible root sheath at L4-5 disk space. | 


How radiography and photography com- | 


plete the picture oi 5 help lo accelerate The complete picture is invaluable to medical 


medical progress, aiding diagnostician. progress. Radiographs and photographs work 
surgeon, teacher and student. together to show what was seen and done. Such 


; ; illustrations can be reviewed again and again 
Here on this page and the page following you : 

... montlis. vears later... in conferences, class- 
see highlights of an operation for the correction : 

: rooms. and lecture halls: and they can be 
of a herniated intervertebral disk. First. radio- 
reproduced in textbooks and journals. 
graphs that aid neurosurgeon and orthopedist 


in diagnosis. help guide the surgeon's fingers... The cost? Small, considering the a 
then, color photographs of the surgery. value of the documented results. Koda 4| 
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HERNIATED DISK 


Photographs—surgical procedure. 


\ 


Incision. Muscle stripped, showing lamina Ligamentum flavum removed and 
and interlaminar spaces. dura exposed. 


Nerve root retracted; disk sequestrum extrudes 
spontaneously. 


Disk sequestrum being withdrawn. Final closure. 


For Radiography: Kodak Roval Blue Medical \-ray and Kodak’ 
\-ray processing chemicals meet the most exacting requirements. They 
are always dependable — uniform. Quality-controtled rigidly tested 


thes are made to work together. 


For Color Photography: Kodachrome 
Films for miniature and motion-picture 
cameras: Kodak Ektachrome Films and 
Kodak Ektacolor Films for sheet-film 
cameras: Kodak Ektachrome Films for 
roll-film and miniature cameras: Kodacolor 
Films for roll-film cameras and cameras 
accepting No. 828 film. Kodak color 


print materials are also available. 


Order Kodak x-ray products from vour Kodak x-ray dealer. 


Kodak photographic products from vour Kodak photographic dealer. 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N.Y. 
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SP 
PREFERRED ANALGESIC 


ARTHRITIS 


RHEUMATISM AND TRAUMATIC DISORDERS 


ECIFIC MUSCLE RELA 


be. 


Effective and well tolerated on the practical dosage of only 6 tablets daily, 


PARAFON and PARAFON WITH PREDNISOLONE provide benefits that last for up to six hours. 
‘ PARAFON relieves pain, stiffness, and disability caused by rheumatism and traumatic 
disorders; PARAFON WITH PREDNISOLONE compvunds this relief with anti-inflammatory 
action im treatment for arthritis. 

supplied; PARAFON: Tablets, scored, pink, bottles of 50. Each tablet contains: 


PARAFLEX Chiorzoxazonet 125 mg.; and TyLEnoL® Acetaminophen 300 mg. 


; PARAFON WITH PREDNISOLONE: Tablets, scored, buff colored, bottles of 36. 
tablet contains: PararLex Chlorzoxazone 125 mg. 


‘Ty enon Acetaminophen 300 mg.; and prednisolone 1.0 mg. 


precautions: The precautions and contraindications that apply to all steroids should 


be kept in mind when prescribing PARAFON WITH PREDNISOLONE, 


PENDING 


McNeil Laborato 


ries, Inc + Philadelphia 32, Pa. 
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Bed of Digitalis purpurea 
with Campanula (Canterbury Bells) in foreground 


Not far from here are manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) — 
0.1 Gram (114 grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 
with an expiration date on each package. 
Being Digitalis in its completeness, 
this preparation comprises the 
entire therapeutic value of the drug. 
It provides the physician with a safe and effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation. 
Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Co., Ltd. Boston 18, Mass. 
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For full supplementation 
of the essential nutritional factors in pregnancy 


FILIBON offers 
+ phosphorus-free formula 
* new, well-tolerated source of iron, ferrous fumarate 


- AUTRINIC* Intrinsic Factor Concentrate to aug- 
ment the absorption of vitamin Biz 


* prophylactic vitamins Bs and K 

* important trace elements 

to keep her on the regimen you prescribe 
¢ the FILIBON Jar, attractively designed for her 


* the FILIBON Capsule, small, easy to swallow. Dry- 
filled for faster absorption, freedom from un- 
pleasant aftertaste 


* the FILIBON Dosage, convenient, only one a day 


Each soft-shell FILIBON capsule contains: 


Vitamin A 4,000 U.S.P. Units Folie Acid 1 mg 
Vitamin D 400 U.S.P. Units Ferrous Fumarate 90 me. 
rhiamine Iron (as Fumarate) 30 mg. 
. Mononitrate (B1) 3 meg. Fluorine (CaF2) 0.015 mg. 
Copper (CuO) 0.15 mg. 
Niacinamide 10 mg. lodine (KI 0.01 mg 
Riboflavin (B2) 2mg 


Potassium (K2S804) 0.835 mg. 

AUTRINIC Intrinsic Manganese (MnOz) 0.05 mg. 

Factor Concentrate Magnesium (MgO) 0.15 meg. 
1/6 U.S.P. Oral Unit Molybdenum 


Vitamin Biz with 


Sscorbie Acid (C) 50 mg (NazMoO4.2H20) 0.025 mg. 
Vitamin K Zine (ZnO) 9.085 mg. 
(Menadione) 0.5 mg. Caleium Carbonate 575 mg. 


LEDERLE LABORATORIES, @ Division of AMERICAN 
*Reg U S Pat. Off 


in the picture...during pregnancy 


PHOSPHORUS-FREE PRENATAL VITAMIN MINERAL SUPPLEMENT LEDERLE 


< wet, posace/ one or more 

supp.ieo/ attractive 


L I BON | _ re-usable bottles 


of 100 capsules 
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STUCK WITH IT 


Removing adhesive is ticklish work: 
Little by little? Or one sudden jerk? 
Whichever it is, it is hard to win, 
Removing adhesive, but leaving the skin. 


The patient looks on, quite as anxious, in truth, 


Medical \fuse 


RICHARD ARMOUR 


SPLITTING HEADACHE 


Fee splitting’s something which, no doubt, 
You've heard an awful lot about. 

It’s been condemned from coast to coast 
By all, or anyhow by most. 


It’s said to be against the code, 


It’s not the thing to do, the mode, 
It’s thought unethical, immoral, 
And very often starts a quarrel. 


As if you’re a dentist who’s pulling a tooth, 

And tenses and stiffens and possibly pales, 

Though this operation but rarely fails. 

; : But though perhaps you will agree 

So grab it and yank it from east or from west, It’s better not to split a fee, 

Hope hair’s not entangled, and pray for the best. There’s now and then, you must admit, 

Distract with a joke or some words on the A patient whom you'd like to split, 
weather... . 

Too bad patients’ hides aren’t constructed of Not just divide for sake of barter, 
leather. But go the distance—draw and quarter. 


Psoriasis can destroy the most 


— beautiful body in the world ... 


~ to your armamentarium will provide... 


maximum effect with minimum inconvenience to the patient. No messy 
ointments or lotions. When following your prescribed regimen an 
impressive percentage of patients will become free of the symptoms. 


LIPANIZE THE PSORIATIC 


TO OBTAIN SYMPTOM-FREE PATIENTS 
Complete LIPANIZATION of the patient is essential for successful 
clinical results. LIPANIZATION is accomplished with saturation doses 
of LIPAN and produces a gradual reduction of the hypercholesteremia 
and hyperlipemia usually present in the psoriatic. 


Dosage: Initial administration of LIPAN requires twelve (12) to 
fifteen (15) capsules daily in conjunction with food intake. After com- 
plete LIPANIZATION which requires about ten days, dosage is then 
he » adjusted to the quantity of food ingested. 


~ Maintenance Dosage: After complete remission of lesions the dose 
is usually one (1) to two (2) capsules with each intake of food. 


LIPAN Capsules or Tablets contain: Specially prepared highly activated, 
LIPAN desiccated and defatted whole Pancreas. Thiamin HCI, 1.5 mg. Vitamin D, soo LU 
x f 
Available: Bottles 180's, 500's 
Samples Literature upon request Spirt & Co., Inc. Waterbury, Conn. 
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sand 


within: 5 minutes 
IT'S SPORICIDAL within 3 
TUBERCULOCIDAL 
BACTERICIDAL 
VIRUCIDAL 
FUNGICIDAL 


BARD-PARKER 
FORMALDEHYDE GERMICIDE 


This solution is specifically indicated for the practi- 
cal and economical chemical disinfection of surgical 
‘sharps.’ When used as directed, it will in no way im- 
pair keen cutting edges, points of hypodermic needles, 
scissors and other delicate instruments . . . an annual 
savings in instrument replacement and repair will far 
exceed the actual cost of the solution. If kept undiluted 
and free of foreign matter, it may be used repeatedly. 


Ask your dealer 
PARKER, WHITE & HEYL, INC. 
B-P INSTRUMENT CONTAINERS : 
Designed with your convenience in mind Danbury, Connecticut 


for use with Bard-Parker GERMICIDE 


ALL BARD-PARKER SOLUTIONS CONSERVE THE BUDGET DOLLAR 
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Products 


by Therapy Indications 


PHARMACEUTICALS 


Analgesics and Narcotics 


Protamide--Sherman . A-32 

Antacids and Intestinal Adsorbents 

Antiallergics 

Neutrapen—SchenLabs A-164 
Antiarthrities 

Injection Hydeltrasol—Merck Sharp & Dohme A-116 
Antiasthmatics 

Aminet Suppositories—Ames A-120 

Deltasmyl—Roussel ...... A-120 

Medrol—Upjohn .... A-193 
Antibacterials 

Furacin—Eaton A-45 


Ilosone—Lilly ........ 
Madribon—Roche .. 
Neobiotic Tablets—Pfizer . 


_ Facing “A-160-161 
A-117-119-121-123 


A-116 

Neothalidine—Merck Sharp & Dohme . A-122 

Pen-Vee Sulfas—Wyeth ...... A-52 
Antibiotics 

Achromycin-V—Lederle . . A-68-69-190 

Cathomycin—Merck Sharp & Dohme A-136 

Chloromycetin—Parke-Davis A-174-175 


e Reduces incidence of attacks 

e Reduces severity of attacks 

e Reduces or abolishes need for fast-acting nitrites 
e Reduces tachycardia 


e Reduces blood pressure in hypertensives, 
not in normotensives 


e Increases exercise tolerance 
e Produces demonstrable ECG improvement 
e Exceptionally well tolerated 


Pentoxulon 


TABLETS CONTAINING PENTAERYTHRITOL TETRAMITRATE 10 MG. AND RAUWILOID® (ALSEROXYLOW, 
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Cosa-Tetracydin—Pfizer |... 
Cosa-Tetracyn—Pfizer 
Cosa-Tetrastatin—Pfizer 
Kantrex—Bristol 
Mysteclin-V— Squibb . 
Pentids—Squibb ..... 
Pen-Vee K—Wyeth ..... 
Pen-Vee L-A—Wyeth 
Sumycin—Squibb 
Tao—Roerig . 


Tetrex—Bristol Facing Aly 
Tetrex-APC with Bristamin—Bristol Facing A.19 
V-Cillin K—Lilly AQ 
V-Cillin K Sulfa—Eli Lilly . Alp 
Anticholinergics 
Cantil—Lakeside 4-10) 
Milpath—Wallace _. A-}3 
Anticonvulsants 
Celontin—Parke-Davis A3 
Dilantin—Parke-Davis .......... 
Gemonil—Abbott ....... A+ 
Milontin—Parke-Davis A3] 
Peganone—Abbott ... Ast 
Phelantin—Parke-Davis 
Phenurone—Abbott Ad 
Tridione—Abbott . 
Antidiabetics 
Diabinese—Pfizer .......... A-35-36-37 


Facing A-88-89; A-89-90-91-92.93.94 
95-96-97-98; Facing A-98. 
(Continued on page A-184) 


Orinase—Upjohn 


FOR YOUR 


Angimal Patents 


Gives new courage to ll anginal patient 
because it relieves anxiety and provides 
prolonged coronary vasodilatation. 
Fear of the next attack is replaced 
by pulse-slowing, pleasantly tranquil- 
izing effects which lessen severity 
and frequency of anginal attacks. 


DOSAGE: One to two tablets q.i.d., 
fore mea's and on retiring. 


(Riker) CALIFORNIA 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


@ Zanchol produces a bile low in sediment. 
® Zanchol enhances the abstergent quality of bile. 


®@ Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


December 1958 


® Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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Products by Therapy Indications—Con tinued 


Antidiarrheals 
& Dohme 


Antiemetics 
Bonamine—Pfizer 
Vesprin—Squibb ... 


Anti-Inflammatories 
Anusol-HC Suppositories—Warner-Chilcott 
Butazolidin—Geigy 
Varidase Buccal—Lederle 


Antiseptics 
Betadine—Tailby-Nason 


B-P Formaldehyde—Parker, White & Heyl ... 


Zephiran—Winthrop .................... 


Antispasmodics 
Butibel—McNeil _. 
Trasentine-Phenobarbital—Ciba 
Tridal—Lakeside ..... 


Ataractics 
Compazine—Smith, Kline & French 
Deprol—Wallace .............. 
Meprospan— Wallace 
Softran—Stuart 


Cardiovascular Agents 


Apresoline—Ciba ...... 
Digitalis—Davies, Rose 


Miltown—Wallace ... 
Miltrate—Wallace ......... 
Pentoxylon—Riker 


Satisfied 
with the 

usual cough 
remedies? 


—do you find that the local soothing effect of cough syrups is not enough? 


Second Cover; Third Cover 


A-189 
A-192 


A-116 


Facing A-64 


A-138-139 


A-165 
.. A-181 
A-46-205 


A-16 
A-161 
A-104 


A-43 
A-54 
A-79 
-_A-202-203 


Peritrate—W arner-Chilcott 


Peritrate with Nitroglycerin—Warner-C hilcott 


Protalba-R—Pitman- Moore 
Rauwiloid—Riker .......... 
Serpasil—Ciba 
Serpasil-Apresoline—Ciba .......... 
Singoserp—Ciba 


Central Nervous Stimulants 
Desoxyn Gradumet— Abbott 


Choleretics and Hydrocholeretics 
Zanchol—Searle 


Coagulants 


Mephyton— Merck Sharp & Dohme . 
Premarin Intravenous—Ayerst ....... 


Contraceptives 
Ramses—Schmid 


Dermatologic Preparations 


Calmitol—Leeming 
Desitin Baby Lotion—Desitin |... 
Fostex Cream and Cake—Westwood . 
Kenalog—Squibb 
Lipan—Spirt 
Neo-Magnacort—Pfizer 
Meti-Derm with Neomycin— 
Panafil—Rystan 
Selsun—Abbott . 


Diagnostic Aids 
Clinitest—Ames 
Diagnex Blue—Squibb ...... 


—are you concerned about the side effects of codeine? 
—do you find that many remedies decrease cough productivity? 
—do you have patients who do not cooperate fully 


because of cumbersome forms of issue and too frequent dosage? 
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Product. by Therapy Indications—Continued 


Diuretics 
Dextran Solution—Abbott 


Geriatric /’reparations 
Vita-Me: azol—Knoll ....... 


Gynecologic and Obstetric Medications 


Diuril- \lerck Sharp & Dohme .... 
Enovid Searle 
Milpren: —Wallace 
Miltown —Wallace . 
Norlutin —Parke-Davis 
PMB-200—-Ayerst 
Tricofuron—Eaton 
Hematinics 
Iberol- Abbott 
Imferon—Lakeside ............ 


Hormones and Steroids 
Decadron—Merck Sharp & Dohme .... 
Dumogran—Squibb . 
Kenacort—Squibb 
Medrol—Upjohn .......... 
Mediatric—Ayerst 


Immunizing Agents 
Mumps Vaccine—Lederle 


Laxatives, Enemas and Deconstipants 
Celginace—Mead Johnson 
Colace—Mead Johnson . 
Combinace—Mead Johnson 
Dorbane—SchenLabs ... 


If not... 
here’s why you 
new 
Perles 


should try 


A- 153 
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A-129 


A-113 
A105 


A-125-126-127- 


A-141 
A-158-159 


A-207 


A-50 
A-50 
A-51 
A-64 


Dorbantyl—SchenLabs 
Modane—Warren-Teed 


Peri-Colace—Mead Johnson 


Muscle Relaxants 


Parafon—McNeil 
Tolyphy—Chicago Pharmacal 


Ophthalmic Preparations 
Medrol—Upjohn 


Otic Medications 


Auralgan—-Doho 
0-Tos-Mo-San—Doho 


Parasympathetic Agents 


Urecholine—Merck Sharp & Dohme 


Reducing Aids 
Ambar—Robins 


Dexamyl—Smith, Kline & French . 


Levonor—Nordson 
Preludin—Geigy 


Respiratory Infection Medications 


Achrocidin—Lederle 
Benylin—Parke-Davis 
Coricidin—Schering ... 
Cothera—Ayerst 
Larylgan—Doho 


Pen-Vee-Cidin—Wyeth 


Phenergan—Wyeth . 
Rhinalgan—Doho ... 


Tussionex—Strasenburgh ......... 


on page A-186) 


e controls cough by dual action—in the chest as well as at cough centers of the brain. 
e 242 times as effective as codeine’ without the side effects of codeine. 
e controls cough frequency without decreasing productivity or expectoration. 
e Perles offer convenient, precise dosage and relief for 3 to 8 hours. 


AVERAGE ADULT DOSAGE: 100 mg. t.i.d. 

In refractory cough, up to 6 perles (600 mg.) 
a day may be given. 

AVERAGE DOSAGE FOR CHILDREN UNDER 10: 
One Pediatric Perle (50 mg.) t.i.d. 

SUPPLIED: TESSALON Perles, 100 mg. (yellow). 
Pediatric Peries, 50 mg. (red). 

Pediatric Perles availabie Oct. 1, 1958. 

1. Shane, S. J., Krzyski, T. K., and Copp, S. E.: 
Canad. M.A.J. 77:600 (Sept. 15) 1957. 
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Products by Therapy Indications— Continued 


Trisulfaminic—Smith- Dorsey . 
Tussagesic—Smith-Dorsey 
Tyzine—Pfizer .. 


Sedatives and Hypnotics 
Butisol—McNeil ........ 
Carbrital—Parke-Davis 
Noludar—Roche 


Sulfonamides 
Midicel—Parke-Davis 


Tranquilaxants 
Ataraxoid— Pfizer 
Miltown— Wallace 
Trancopal— Winthrop 


Urinary Anti-Infectives 
Kynex—Lederle . 
Mandelamine—Warner-Chilcott 
Pyridium—Warner-Chilcott 
Pyridium Tri-Sulfa—Warner-Chilcott 
Sulfose—Wyeth 
Urobiotic—Pfizer 


Vasodilators 
Cyclospasmol—Ives-Cameron 


Vitamins and Nutrients 
Allbee with C—Robins 
Beminal— Ayerst 
Deca-Vi-Sol—Mead Johnson 
Engran—Squibb 
Engran Baby Drops- Squibb 
Filibon—Lederle 


Vita-Metrazol 


A-184-185 
A-17 

.A-76-77 


... A-187 
_A-134-135 
A-25 


A-22 


A-109 
.Facing A-48 
Facing A-144-145 


A-176 
A-149 
A-145 
4-147 
A-169 
A-155 


A-116 


A-106 
A-27 


Facing A-136-137 


A-19 
A-19 
A-179 


elixir and tablets 


A general tonic indicated in geriatrics, fatigue 


reactivates 


Formatrix—Ayerst |... 
Homagenets—Massengill | 
Myadec—Parke-Davis 
Natabec—Parke-Davis . 
Novo-Basic—Squibb 
Poly-Vi-Sol—Mead Johnson 
Stresscaps—-Lederle 
Tri-Vi-Sol—Mead Johnson 


DIETARY 


Bioflavonoids—Sunkist 
Carnalac—Carnation 

Citrus Fruits—Florida Citrus” 
Evaporated Milk—Carnation . 
Evaporated Milk—Pet 
Meat—American Meat Institute 
Oatmeal—Quaker Oats 


Af2g 
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INSTRUMENTS AND EQUIPMENT 


Alternating Pressure Pad—Air Mass 
Constellation—Picker ... 


Cylinder Cart—National C ‘ylinder Gas . 


EK-III—Burdick .. 


Gas Connector for Tracheotome—Hawks 


Hydrojette—Air-Shields 


Hypo-Hyfreneedle Adapter Set—Birtcher 
Inhalation Therapy Equipment—National Cylinder Gas 


Stethoscope—Sanborn 
Tape Recorder—Telectrosonic 
Visette—Sanborn 


MISCELLANEOUS 
Anatomic Eye Model—Mager & Gougelman 


Lumbosacral Support—Akron Truss . 
Prenatal Support—Akron Truss 
Veriflex Pocket File—Plan Hold 


BREE 


8 


... 
Allg 


X-Ray and Supplies —Eastman Fac ing A-176-17% 


and senility — where apathy is the dominating symptom. 


Contains Metrazol with selected vitamins. 


Usual Dose: 1 or 2 tablets or teaspoonfuls of Vita-Metrazol 3 or 4 


times daily. 


Availability: Elixir in pint bottles, tablets in bottles of 100. 


Metrazo!®, brand of Pentylenetetrazol, E. Bilhuber, Inc. 


KNOLL PHARMACEUTICAL COMPANY 
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TABLETS REPEAT-ACTION TABLETS ELIXIR CAPSULES 
McNEIL LABORATORIES, INC. PHILADELPHIA 32, PA. 


n and predictable action—small 
» dosage “will produce satisfactory daytime — 


With BUTISOL thre is no o personality 
indifference to responsibilities. pe 


1. 3: 
(March) 1958. 


McNEIL 


tenseness 
AID —— 
A-llg 
A-12 
A-18 fi 
sodium 
without substituting 


| 
e 9 
in over-all care of baby’s skin 
3 | | Desitin BABY Lotion is the alpha to omega for keeping baby’s skin healthy, clean 
a and supple through its... 
| @ LANO-DES*...Desitin’s soothing, lubricating liquid lanolin. 
@ HEXACHLOROPHENE ... effectively protects against ammonia- 
producing and other common skin bacteria. 
@ VITAMINS A and E... important to skin health and smoothness. 
Qe @ SPECIAL EMULSIFIERS. ..to cleanse baby’s skin gently, safely, 
‘ = and thoroughly — yet free from mineral oil. 


Desitin BABY Lotion is entirely safe, bland, non-toxic. 
Non-greasy, stainless; free-flowing, pleasantly scented. 


antibacterial ¢ cleanses ¢ conditions 


send for demonstration samples and literature 


|=. |DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. |. 
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sets in 


“THE MOST EFFECTIVE 
DRUG EVER USED”’ 


ONAMINE 


brand of meclizine hydrochloride 


to prevent Vertigo, nausea, vomiting 


as in pre gnancy 


BONAMINE gives more complete 
and longer-acting protection — 
often for 24 hours, with a rare in- 
cidence of untoward effects.2 In 
contrast to other agents, ‘‘per- 
centage of patients obtaining an 
excellent response...is greater... 
Also, there are fewer therapeutic 
failures’’—‘‘at least 90 per cent of 
the patients improve under this 
medication’’2 


Also indicated for vertigo, nausea, 
vomiting in: cerebral arterioscle- 
rosis = other geriatric conditions 
* pediatric infections = postopera- 
tive patients * opiate or other drug 
therapy = radiation therapy, Men- 
iére’s syndrome, fenestration 
procedures, labyrinthitis = motion 
sickness. 

BONAMINE Tablets, scored, tasteless, 25 mg. 
Boxes of 8, bottles of 100 and 500. 
BONAMINE Chewing Tablets, pleasantly mint 
flavored, 25 mg. Packages of 8, 


1. McKenna, C. J.: Am. Pract. & Digest Treat. 
6:417, 1955. 2. Moyer, J. H.: M. Clin, North 
America, March, 1957, p. 405. Wiskenae 


PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 


| 
bs 
: 
~ 
4 
f 
Phi 
fize 


FAST- ACTING ORAL BROAD-SPECTRUM THERAPY. The modern blue and yellow 
ACHROMYCIN V Capsules, combining equal parts of pure crystalline ACHROMYCIN Tetracycline HCI and Citric Acid, provide 
unsurpassed oral broad-spectrum therapy. 

Speed of absorption adds new emphasis to the benefits of true broad-spectrum action, minimum side effects and wide range 
effectiveness that have established ACHROMYCIN as an antibiotic of choice for decisive control of infection. 


REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V. new biue and yellow 
capsules (sodium-free)—250 mg. w:th 250 mg. citric acid, and 100 mg., with 100 mg. citric acid. 

ACHROMYCIN V dosage: Recommended basic oral dosage is 6-7 mg. per Ib. body weight per day. In acute, severe infections 
often encountered in infants and children, the dose should be 12 mg. per lb. body weight per day. Dosage in the average adult 
should be 1 Gm. divided into four 250 mg. doses. 


ACHROMYCIN'V 


, 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederle ) 
*Reg. U.S. Pat. Off. = 
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pulse rate 
up? 


Serpasil slows heart rate in most 
cases of organic or functional 
tachycardia. 


You'll find it especially valuable in 
cardiac patients whose conditions 
are aggravated by heart speed-up. 
Through a unique heart-slowing 
action, independent of its antihy- 
pertensive effect, Serpasil prolongs 
diastole and allows more time for 
the myocardium to rest. Blood flow 
and cardiac efficiency are thereby 
enhanced. 


What’s more, you can prescribe 
Serpasil with confidence. Therapy 
with Serpasil is virtually free of the 
dangers (heart block and cardiac 
arrest) heretofore encountered 
with heart-slowing drugs. Side 
effects are generally mild and can 
be overcome by adjusting dosage. 


DOSAGE FOR TACHYCARDIA 
Dose range is 0.1 to 0.5 mg. (two 
0.25-mg. tablets) per day conven- 
iently taken in a single dose. Rapid 
heart rate usually will be relieved 
within 1 to 2 weeks, at which time 
the daily dose should be reduced. 
' Suppression of tachycardia often 
persists after therapy is stopped. 


NOTE: In patients receiving digitalis or 
quinidine, Serpasil therapy should be ini- 
tiated with especially careful observation. 
Serpasil is not recommended in cases of 
aortic insufficiency. 

SUPPLIED: Tablets, 1 mg. (scored), 0.25 mg. 


(scored) and 0.1 mg. Elixirs, 1 mg. and 0.2 mg. 
Serpasi!l per 4-mli. teaspoon. 


erpasil 


(reserpine C/BA) 
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* postoperatively 

* in pregnancy when 
vomiting is persistent 

following neurosurgical 


diagnostic procedures 


e in infections, intra-abdominal 
fo r disease, and carcinomatosis 
nausea 
and vomiting 


VESPRIN 


Squibb Triflupromazine 


after nitrogen mustard therapy 


e provides prompt, potent, and long-lasting control 

e capable of depressing the gag reflex 

e effective in cases refractory to other potent antiemetic agents 
e may be given intravenously, intramuscularly and orally 

e no pain or irritation on injection 


ANTIEMETIC DOSAGE: 
Intravenous: 8 mg. average single dose 
Dosage range 2-10 mg. 
i| Intramuscular: 15 mg. average single dose 
1] Dosage range 5-15 mg. 
i] If subsequent parenteral dose is needed, 
i one-half the original dose will usually suffice 
Oral: 10-20 mg. initially; then 10 mg. t.i.d. 
SUPPLY: 
Parenteral solution — 1 cc. ampuls (20mg./cc.) , 
4 | 1 cc. multiple dose vials (20 mg./cc.) 
Oral tablets —10 mg., 25 mg., 50 mg., 
in bottles of |50 and 500 


: 
=" Squibb Quality — The Priceless Ingredient 


1S A SQUIBB TRADEMARE 
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tetracycline therapy... 


YOUR EYE 
THE 


‘not on an additive) 


Keep your eye on... 


TETRACYCLINE PHOSPHATE COMPLEX US. Pat. No. 2,791,609 


Provides tetracycline with intrinsic potency 
requiring no extrinsic potentiator 


Wide range of TETREX TETREX Capsules, 250 mg. 
formulations in conven- TETREX Pediatric Capsules, 100 mg. 

ient dosage forms for TETREX Intramuscular, 250 mg., with Xylocaine* 

every member of the TETREX Intramuscular, 100 mg., with Xylocaine* 

family: TETREX-APC with Bristamin 
TETREX €T/S (with Triple Sulfonamides) 
TETREX Syrup (for children and adults) 
TETREX Pediatric Drops 
*® of Astra Pharm. Prod. Inc, for lidocaine. 


Bristol LasoraTORIES INC. SYRACUSE, N. Y. 
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‘ 
for symptomatic relief and preventive Wig, | 
Each TETREX-APC with BRISTAMIN Capsule contains the fol- 
t BO RIE: . * SYRACUSE, NE' 


Company, Kalamazoo Michigan 


= you were to examine these patients 


could you 
detect 
the asthmatic on 


ledrol 
\ TO ? Probably not. Not without a history. 


First, because he’s more than likely symptom-free. 


Second, because he shows none of the disturbing changes in appearance, 
behavior or metabolism sometimes associated with corticotherapy. 


Even your practiced clinical eye would find it difficult = 
to spot someone else’s Medrol patient. 

Medrol 
But in your own patients, you could see the advantages * hits the disease, 
of Medrol right away. Why not try it? a> 


RADEMARK, REG. U.S. PAT. OFF. — METHYLPREDNISOLONE, UPJOHN 


Lan 
» 
a 
at 


+ 
fa) 


combination 


tamin-mineral 
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ESPECIALLY DESIGNED 
WITH THE 


ARTHRITIC IN MIND 


Extraordinary measures, such as this especially designed toothbrush, can 
help your arthritic patient fulfill the demands of daily life. 


Kenacort, too, is especially designed to give your arthritic patient extraordi- 
nary help. The antirheumatic, anti-inflammatory, and antiallergic activity of 
this new halogenated steroid provides prompt relief from pain, stiffness, and 
swelling, and experience shows that if it is started soon enough, it may even fore- 
stall crippling deformities. 


Not only does Kenacort achieve these extraordinary benefits in arthritic disorders 
but it’s also valuable in the treatment of allergies and asthma — 


w with far less gastric disturbance ® 


w without salt and water retention 


w without unnatural psychic stimulation 


@ on a lower daily dosage range 


Squibb Triamcinolone 


SUPPLIED: 

SE Scored tablets of 1 mg.— Bottles of 50 

a Scored tablets of 2 mg. — Bottles of 50 

Scored tablets of 4 mg.— Bottles of 30 and 100 
UTENSIL BY ADJUSTICS, INC., N.Y. C. * COURTESY, N.Y. 
UNIVERSITY MED. CENTER INSTITUTE OF PHYS. MED. & 


SQuissB Squibb Quality — The Priceless Ingredient 


December 1958 A-201 


dl 
\ 
> 
\ 
& 
y 

\ 


A”? 
(44 Ls 


A-202 


NEW TRANQUILIZER 


7 Provides effective tranquilization with phys- 
iological safety. 


Q Often reduces hypertension by means of 
extended relaxation. 


3 Allows natural sleep by releasing tensions. 


4 Softab form is convenient...can be taken 
anywhere, anytime, no water needed. 


Pharmacologic screening involving four distinct types of techniques has demon- 
strated that buclizine [SoFTRAN] is a ‘‘true’’ tranquilizer. The experimental animal 
did not exhibit motor stimulation or depression often seen with a number of agents 
currently being used as tranquilizers. Cutting, Windsor; Baslow, Morris; Read, 
Dorothy, and Furst, Arthur, School of Medicine, Stanford University, Stanford, 
California: The Use of Fish in the Evaluation of Drugs Affecting the Central Nervous 
System, submitted for publication 


ety-fension state 


Studies with buclizine [SorTRAN] indicated it to be a potent and versatile therapeu- 
tic agent with clear-cut tranquilizing properties. It was found to be an effective 
ataraxic agent for mild to moderate anxiety-tension states and mild senile agitation... 

With the tensions and stresses of everyday life mounting to a new high every day, 
the need for such preparations is apparent. The absence of habituation and tolerance 
... makes it of especial value. Additional properties of antihistaminic, anti-nauseant, 
anti-motion sickness and hypotensive activity make buclizine [SorTRAN] a valuable 
compound in this field. Settel, Edward, M.D., Brooklyn, New York: Buclizine, a 
new Tranquilizing Agent, submitted for publication. 


In studies using buclizine [sor TRAN] for patients with anxiety associated with infer- 
tility SOFTRAN was found to be an effective tranquilizer. In doses of 50 mg. twice 
daily adequate effectiveness was obtained without undue drowsiness or other notice- 
able side effects. Schultz, John M .M D . Miami, Florida: Excerpt from clinical study 
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Formula: 


Usual dosage: 
One 50 mg. tablet, 1 to 3 times daily 
Cuttoren: One 25 mg. tablet, 1 to 2 times daily. 
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We have been using buclizine hydrochloride [sortRAN] for six months on over 200 
patients, both obstetrical and gynecological. We have found it to be a very superior tran- 
quilizer in those patients who are at the menopause age and require adjuvant therapy to 
ordinary hormone replacement . . . It has been universally well tolerated. In only two cases 
in the entire group has there been objectionable lassitude or drowsiness. These have been 
counteracted very simply by the use of amphetamine compounds. We can unhesitatingly 
recommend it for use in such cases. Rutherford, Robert N., M D., Seattle, Washington 
Excerpt from clinical study. 
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It is particularly noteworthy that systolic blood pressure is often reduced in patients with 
essential hypertension. Diminution of psychic stress factors is apparently responsible for 
this hypotensive effect. Settel, Edward, M D., Brooklyn, New York: Buclizine a New 
Tranquilizing Agent, submitted for publication. 


y 


Buclizine [sorTRAN] and placebo were employed in a double blind study conducted with 
patients having anxiety symptoms associated with infertility. Marked tranquilizing proper- 
ties were observed with the buclizine-containing preparation [sOrTRAN]. An effective 
daily dose was 2 tablets (50 mg. each). The product was well tolerated; side effects, such 
as drowsiness, were minimal. Tyler, Edward T.. MD., Los Angeles, California: An 
Evaluation of the Use of Tranquilizing Agents in Infertility, submitted for publication 
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Buclizine Hydrochloride. ..... mg. & 25 mg. 


THE STUART COMPANY 
PASADENA, CALIFORNIA 
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chloride, Parke-Da 


| > PARKE, DAVIS & COMPANY 
* DETROIT 32, MICHIGAN 


Technical Exhibits — In Print 


Eastman Kodak Company 


Abbott Laboratories 


Anticonvulsants . . A-48 X-Ray and Photographic Supplies Facing A-176-177 
Selsun; Iberol ......... . Facing A-112-113 Eaton Laboratories 
American Meat Institute—Meat ie A-151 Furacin ..... A-45 
Ames Company, Inc. Tricofuron ... A-129 
ol ee A-160 Fleet, C. B., Co., Inc. 
Ayerst Laboratories Clysmathane ..... A-140 
seminal A-27 Florida Citrus Commission 
A-62-63 Citrus Fruits ...... A-49 
P\MB-200 .... ..Facing A-128-129 Butazolidin; Preludin . . Facing A-64-65 
Premarin Intravenous . A-206 Vita-Metrazol .......... A-186 
Bristol Laboratories, Inc. Lakeside Laboratories, Inc. 
Kantrex . ... Facing A-72-73 Cantil; Tridal A-104 
Tetrex . Facing A-192-193 Imferon ..... A-105 
Carnation Company Lederle Laboratories 
Carnalac; Evaporated Milk . A-70-71 Achrocidin . A-30 
Chicago Pharmacal Company Stresscaps ..... A-53 
Ciba Pharmaceutical Products, ‘Inc. Varidase A-138-139 
Serpasil A-65-191 Filibon ......... Ma A-179 
A-85-173 Mumps Vaccine ..... A-207 
Trasentine-Phenobarbital . A-161 Leeming, Thos., & Company 
A-184-185 Calmitol ...... A-42 
Serpasil-Apresoline ......... Fourth Cover Lilly, Eli, & Company 
Davies, Rose and Company, Ltd. V-Cillin K . A-33 
Digitalis .... A-178 Ilosone ...... Facing A-160-161 
Desitin Chemical Company McNeil Laboratories, Inc. 
Desitin Baby Lotion ..... A-188 Butibel . A-16 
Doho Chemical Corporation Parafon A-177 


help 


your patients 


maintain 


a clean sickroom 


REFINED (TO ENSURE QUALITY) or) BENZALKONIUM CHLORIDE 


® 
CHLORIDE 


+ 


Do your patients know how simple 
it is to keep a clean, disinfected 
sickroom and home? Zephiran 
quickly and easily establishes and 
maintains antiseptic conditions. 
You can specify Zephiran safely; it 
has no unpleasant odor and can not 
upset the patient, yet it helps ensure 
a clean sickroom—helps prevent 


the spread of disease. A 1:5000 to 
1:1000 solution of aqueous Zephiran 
to disinfect utensils and sickroom 
supplies may be recommended. To 
soak diapers and for linens, toys, 
furniture, a 1:10,000 to 1:5000 con- 
centration is sufficient. Zephiran is 
recognized as the quality antiseptic, 
and it is economical, too. 


Supplied: Concentrate (12.8% 
buffered aqueous solution) in 
4 oz. and 1 gal. bottles. For 
other uses Zephiran is avail- 
able as tincture 1:1000 tinted, 
‘tincture 1:1000 stainless, and 
aqueous solution 1:1000 in 8 
oz. and 1 gal. bottles. ‘ 
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CAN BE 
GIVEN... 
“WITHOUT 
HESITATION 
AS 
IMMEDIATE 
THERAPY 
IN 
BLEEDING 

EPISODES...”* 


* in epistaxis, otic and ocular hemor- 
rhage, g.i. and rectal bleeding, other 
forms of spontaneous hemorrhage + 
before and after I’ & A, and other sur- 
gical procedures. 


INTRAVENOUS 


the physiologic hemostat 


increases prothrombin concentration ; 
increases accelerator globulin ; decreases 
antithrombin activity. 


FOR PROMPT, SAFE CONTROI 


* remission usually obtained in 15 to 
30 minutes with a single 20 mg. injec- 
tion « “No investigator has reported 
any instance of toxicity or other unde- 
sirable side effects.’’* 


“PREMARING INTRAVENOUS (conjugated estrogens, 
equine) is supplied in packages containing 
one “Secule’® providing 20 mg., and one 
5 cc. vial sterile diluent with 0.5% phenol 
U.S.P. 


*Rigg, J.P.: Digest Ophth. & Otolaryng. 20:28 (Nov.) 1957. 


AYERST LABORATORIES 
New York 16,N.Y + Montreal, Canada 


Technical Exhibits—Continued 


Massengill, The S. E., Company 
Homagenets 

Mead Johnson & Company 
Celginace; Combinace 
Vi-Sol Family 


Facing A-16-17 


.....A-50-51 
Facing A-136-137 


Merck Sharp & Dehue, Die. Merck Co., Ine. 


Cremomycin Second Cover; Third Cover 

Urecholine 

Mephyton .. ... A-34 

Diuril ..... .....A-66-67 

Decadron ... A. 125- 126-127-128 

Cathomycin ..... A-136 
Mutual of Omaha 

Insurance ............. A-113 
Nordson Pharmaceutical Laboratories, lac. 

Levonor A-21 
Parke, Davis & Company 

A-22 

Anticonvulsants A-31 

Norlutin . A-99 

Carbrital . . A-134-135 

Chloromycetin A-174-175 

Natabec ... A-194-195 

Benylin ..... A-204 
Parker, White & Heyl, Inc. 

Formaldehyde A-181 
Pet Milk Company 

Evaporated Milk _... A-29 
Pfizer Laboratories, Div. ‘Chas. Pfizer & cx. .. Inc. 

Diabinese A-35-36-37 

...... A-76-77 

Ataraxoid .. A-109 

Neo-Magnacort A-133 

Urobiotic 

Cosa-Tetracyn A-166-167 

Bonamine . A-189 
Picker X-Ray C orporation 

Constellation A-144 
Pitman-Moore Company 

Protalba-R ... A-10 
Quaker Oats Company, The 

Oatmeal A-124 
Riker Laboratories, Inc. 

Rauwiloid A-7 

Robins, A. H., Co., Ine. 

Ambar . A-8 

Allbee with ... A-106 
Roche Laboratories, Div. Hofimann- La Roche, Inc. 

Noludar A-25 

Madribon ... A. 117- 119-121-123 
Roerig, J. B., and Company— Tao A-41 
Rorer, William H., Ine. 

Maalox ..... A-12 
Rystan Company, Inc. 

Panafl ..... A-137 
Sanborn Company 

Visette; Stethoscope A-88 
Saunders, W. B., Company 

Medical Books A-15 
SchenLabs Pharmaceuticals, Inc. 

Dorbane; Dorbantyl . A-64 

Neutrapen ....... A-164 
Schering Corporation 

Coricidin A-23-115 

Meti-Derm with Neomycin A-47 
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Techaical Exhibits—Continued 


Schmid, Julius, Ine. 

Raises A-38-132 
Searle. G. D., C ompany 

Zanchol .. A-183 
Sher: van Laboratories 

Smith-Dorsey, Div. ‘The W ander Company 

Smith. Kline & French Laboratories 

(ompazine A-43 

Dexamyl . A-199 
Spirt and Company, Inc. 

Scuibb, E. R., a Sons, Div. Mathieson Chem. Corp. 

Nove: Basic A-13 

Engran ... A-19 

Dumogran A-72 

Pentids A-83 

Kenalog A-102-103 

Sumycin .. : A-108 

Mysteclin-V A-142-143 

Diagnex Blue A-162-163 

Vesprin ..... A-192 

Kenacort ..... A-201 
Strasenburgh, R. J.. Company 

Tussionex . A-111-112 
Stuart Company, The 

Softran A-202-203 
Sunkist Growers 

Bioflavonoids ... A-39 
Tailby-Nason Company, ‘ne. 

Betadine .... A-165 
Upjohn Company, The 

Orinase Facing A-88-89; 


A-89-90-91-92-93-94-95-95-97-98; Facing A-98-99 
Medrol _A-107-141-193 
Wallace Div. Carter Products, Inc. 


Miltown Facing A-48-49; A-168 
Deprol ....... 
Meprospan A-79 
Milpath A-131 
Milprem A-153 
Miltrate A-172 


Warner-Chilcott Leberstevice, 
Div. Warner-Lambert Pharmaceutical Co. 


Pyridium .... A-145 
Pyridium Tri- Sulfa A-147 
Mandelamine .. A-149 
Peritrate; Peritrate/Nitroglyc erin A-208 
Warren-Teed Products Company, The 
Westwood Pharmaceuticals, Div. Foster- Milburn Co. 
Fostex A-9 
Winthrop Laboratories 
Telepaque A-2 
Zephiran A-46-205 
Trancopal Facing A-144-145 
Wyeth Laboratories 
Zactirin A-26 
Pen-Vee Sulfas A-52 
Pen-Vee K; Pen-Vee L-A A-87 
Aludrox A-110 
Pen-Vee-Cidin A-130 
Sulfose A-169 
Phenergan A-197 
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effective, practical 


VACCINE 


A specific immunizing antigen (chick embryo origin) 
for prevention or modification of mumps in children 
and adults. 

LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 
PEARL RIVER, N. Y. 


It you Change 
YOUR ADDRESS 


Won't you please notify us 
as far in advance as possible. 
Send your old address to- 
gether with the new. 


Copies mailed to your old 
address will not be forwarded 
by the Post Office unless you 
provide the Post Office with 
the forwarding fee. 


Send your change of address to 


POSTGRADUATE MEDICINE 
Essex Bldg., Minneapolis 3, Minn. 
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protection against angina pectoris 


in every walk of life 


Peritrate® 20 mg. | 


the accepted basic therapy in the treatment of coronary disease 
: * reduces the frequency and severity Of attacks 
lowers nitroglycerin dependence 
* improves abnormal EKG findings 


to relieve the acute attack 


Peritrate with Nitroglycerin 


replaces ordinary nitroglycerin in the patient taking Peritrate 
(not meant to replace Peritrate) 


¢ provides immediate relief of pain 


* automatically supplies an increased level of Peritrate for 
additional protection during the stress period 


intaerythritol tetranitrate) 
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all 


etiology 


g: MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Cremomycin is a trademark of Merck & Co., Inc. 
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WHEN 
BLOOD 
PRESSURE 
MUST 


COME 
DOWN 


AS IN THIS CASE’: 
Fundus of 62-year-old 
female who has had severe 
hypertension for many 
years. Photo shows effect 
of pressure at a-v 
crossings and various 
types of hemorrhage. 


In Serpasil-Apresoline the 

mild calming and antihyper- 
tensive effects of Serpasil 
complement the more marked 
antihypertensive action of 
Apresoline. Thus, Apresoline is 
effective in lower dosage, resulting in a notable reduction of side effects. ‘“Hydral- 
azine [Apresoline] in daily doses of 300 mg. or less, when combined with reser- 
pine, produced a significant hypotensive effect in a large majority of our patients 


with fixed hypertension of over three years’ duration.” 


1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., and 
Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


SUPPLIED: TaBLets #2 (standard-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydrochloride. 
TABLETS #1 (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 


SERPASIL® (reserpine CIBA) 


APRESOLINE® hydrochloride 8 
(hydralazine hydrochloride CIBA) 

SERPASIL®- APRESOLINE® hydrochloride 

(reserpine and hydralazine hydrochloride CIBA) 
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